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Yes for Nombatol! 





As the published reports pile up—now in the hundreds—short- 
acting Nembutal is being applied in an increasing variety of 
conditions. The list at right is only partial. ¢ Because doses 
adjusted to the need can achieve any desired degree of cerebral 
depression, from mild sedation to deep hypnosis, short-acting 
Nembutal naturally lends itself to extensive application. © Small 
dosage—only about one-half that required by many other barbi- 
turates—adds the advantages of shorter effect, reduced possi- 
bility of after-effect, marked clinical safety and definite economy 
to the patient. ¢ In most cases, doses as small as these will 
suffice: for mild sedation, 4 to % gr.; for simple insomnia, 4 to 
1 gr.; for true hypnosis, 112 grs.: for pre-operative medication, 
1}2 grs. the night before and 1! to 3 grs. two hours preceding 
the operation. ¢ Your local pharmacy can supply you with any 
of 11 Nembutal products in convenient small dosage forms. 


In equal oral doses, no other barbiturate 
combines QUICKER, BRIEFER, MORE PROFOUND 
EFFECT than... 


Nembutal 


(Pentobarbital Sodium, Abbott) 


Aspsott Laporatories, North Chicago, Illinois. 





Sedative 


Cardiovascular 

Hypertension! Decompensation 
Coronary Disease! 

Angina’ 

Peripheral Vascular Disease 


Endocrine Disturbances 


Hyperthyroid 
enopause—female, male 


Nausea and Vomiting 


Functional or Organic Disease 
(acute gastro-intestinal and 
emotional) 

X-Ray Sickness. 

Motion Sickness 


Pregnancy 


Gastro-Intestinal Disorcers 
Cardiospasm? Pylorospasm? 
Spasm of Biliary Tract? Colitis? 
Spasm of Colon? _—— Peptic Ulcer? 
Biliary Dyskinesia 


Allergic Disorders 


Irritability 
To Combat Stimulation of 
Ephedrine alone, etc. 3:1 


Irritability Associated 
With Infections‘ 


Restlessness and Irritability 
With Pain® * 


Central Nervous System 


Paralysis Agitans Chorea 
Hysteria Delirium Tremens 


Mania 


Anticonvulsant 


Status Epilepticus 
Traumatic 
Strychnine 


Tetanus 
Eclampsia 
Anesthesia 


Hypnotic 


Induction of Sleep 


Obstetrical 


Nausea and Vomiting 
Eclampsia 
Amnesia and Analgesia® 


Surgical 
Pre-operative Sedation 
Basal Anesthesia 
Post-operative Sedation 


Pediatric 


Sedation for: 

Special Examinations 
Blood Transfusions 
Administration of 
Parenteral Fluids 
Reactions to Immunization 
Procedures 

Minor Surgery 


Pre-operative Sedation 


Nembutal alone or 1Glucophylline® and 
Nembutal, 2Nembutal and Belladonna, 
3Ephedrine and Nembutal,4Nembudeine® 
5Nembutal and Aspirin, 8administered 
with scopolamine or other drugs. 



























































WORRY? 


REMEMBER —Every Department of the Hospital Depends on the Gain 













Do your supervisors and department heads repeatedly complain about insufficient 
clean linens? Such complaints show that increased occupancy has overburdened your 
laundry department. 





The answer is: modernize your laundry with up-to-date, high-speed equipment. Modern 
laundry machines turn out more work in less time. Quality of laundering is improved. Linens 
are returned to departments on shorter schedule. Less 
linen inventory is needed. Yet there are always plenty 
of linens in every department for any emergency. Most 
important, you save money through lower laundering 
costs. 


With maximum occupancy here to stay, it’s time 
to face the laundry problem squarely. Ask for a 
survey by our Laundry Advisor. There’s no cost or 


obligation. WRITE TODAY. 








THE 
84-bed Charles Godwin Jennings Hospital, Detroit, laund AMERICAN LAUNDRY 
-be arles Godwin Jennings Hospital, Detroit, launders 
all types of linens beautifully and quickly in this efficient MACHINERY CO, 
4-Machine Laundry. CINCINNATI 12, OHIO 
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The 
finest dependables that 
you can find 





Leet ile SION, Director 


will make 
your hospital great. 


None others can! 


Make certain, never have a doubt, make it 
your life work ... to staff your hospital with 
the dependables, the thinkers of the medical 
and hospital world. 


Such men and women are available .. . 
and, though they’re scattered all over America, 
many of them have registered their hopes and 
all of their experiences and all of their train- 
ing and even their integrities and their per- 
sonalities ... with us... 


... with Burneice Larson at the MEDICAL 
BUREAU. 


...that we may find for them the assign- 
ments with you that'd thrill and satisfy and 
challenge both of you for maybe a lifetime. 


All that you need to do now . . . if you are 
in such need .. . if you have never used our 
service ... is to tell us about you, and describe 
exactly the hospital and medical personnel that 
you want. 


Tell about your institution; tell us about 
your town; tell us about the opportunities 
that you offer in your hospital to the men you 
want; what they’d get and what they'd be 
asked to give, and do. 


That would put us to work . . . searching 
our files and all America for the exact person 
or persons with the skills and abilities and 
character and minds to make your hospital 
famed and great. 


It would enable us to introduce to you the 
square pegs, the finest hospital men and women 
we can find for you. 


Write if you need such dependables; write 
if you’d ask such assignment. 


THE 
MEDICAL 
BUREAU 
mM. BURNEICE LARSON, DIRECTOR 
‘PALMOLIVE | 
BUILDING 
919 N. Michigan | 
Chicago 11, TL. 
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it WAS MY PRIVILEGE to appear with 
the Rev. Alphonse Schwitalla, 
S.J., of the Catholic Hospital Asso- 
ciation and the Rev. John Martin, 
of the Protestant Hospital Associa- 


tion, in Wash- 
ington in sup- 
port oi Senate 


Bill 545, which 
would provide 
aid to the indi- 
gent in health 
care. The oppo- 
sition to this bill 
seemed to dwell 


the matter of the “Means Test” 
provided in this legislation. We 
stated in our testimony that every- 
one who fills out an income tax 
report (and even he who has 
no report to make) is undergoing 
a means test to show whether and 
to what extent he will pay the cost 
of government. Anyone wanting 
financial help from a bank (which 
he has to repay, incidentally) has 
to undergo a rigid means test. 

But in the minds of some people 
one should never question those 
who want a handout from the gov- 
ernment. 

I should know a good Latin quo- 
tation for this spot. The public corn 
crib preceded the fall of the Roman 
Empire. 

x * & 


It seems that my traveling days 
are about over. I told my folks that 
I would prefer staying home this va- 
cation because going away meant 
packing bags. 


x *k * 


By this time, I hope, you are far 
along in nurse recruitment. It is too 
bad that national periodicals have 





printed articles that call attention 
to unavoidable past practices in 
nursing. The fact is that publishers 
generally consider only articles that 
contain complaints. There seems to 
be no news value in reports that 
do not mention trouble. Radio pro- 
grams consist of news (mostly 
trouble), comics or stories of people 
in difficulty. I’m no Pollyanna, but 
I think that people might consider 
good tidings also as news for a 
change. 

There doesn’t seem to be much 
use in trying to counteract these in- 
correct nursing articles with other 
articles. The writer is then put on 
the defensive and accomplishes lit- 
tle because an avalanche of news- 
paper letters from minority groups 
follows immediately. 

Truly, in our case, no news is 
good news. 

x *& *® 


Some years ago, I recall, many 
hospital annual reports seemed to 
brag about their ‘yearly deficits. 
Nowadays the deficits are still there, 
but larger; and the reports view 
these deficits with alarm. They just 
had to grow big enough, it seems. 

The ward census in municipal 
and county hospitals is often used as 
a barometer of economic conditions. 
It is climbing today. That means 
more expense for taxpayers and 
greater losses for voluntary hospi- 
tals. The fact that it might ‘also 
mean more help available in certain 
departments is small solace. Senate 
Bill 545 could be very helpful, but 
whether any health legislation will 
pass at this session is doubtful. 


x k * 


The program for our forty-ninth 
annual convention in St. Louis is 
about completed. It looks fine to me, 
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SOFTER DRESSINGS (aarti 
with Curity i 
KERLI 






Soft, fluffy, absorbent KERLIX is suitable 
for postoperative fluffs, for use over 
heavy drainage sites, etc. Cut Rolls into 
short lengths, drape over wound. 
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in 
8 ROLLS 
at : 2 : o 
to ~~ - REVOLUTIONARY 
at . a 
o ee | NEW DRESSING 
le | Ie ) MATERIAL 
ut sarin hs ; 
er ; Contour-conforming KERLIXx fits snugly 
a and securely. Dressing is comfortable to 
patient. Apply like a bandage, using 
2 standard technic. 
h * 
n- ° 
or ° 
n ‘ 
si : 
S- ° 
»S CURITY KERLIX Cloth is a soft, fluffy, gauze-like fabric ; 
. designed to help you make better dressings through a spe- : 
cial process that permanently crinkles each thread. KERLIX + peng ng erg ad 
. oye . bandage parts. By the nature of its 
dressings are softer, fluffier, more resilient and better fitting ° wee eee die ase 
y than dressings made with conventional materials. No prod- « oandage. 
O uct comparable to KERLIX Rolls exists! : 
a 4 ~ 
e F PICK UP A KERLIX ROLL in your own hands and examine 3 
; its unusual properties. You’ll see at once the qualities that ° 
ce. make KERLIX better, for definite uses, than any other ; 
] surgical dressings material. Some of the many uses of 7 
2 e Unusually fluffy and resilient, KERLIX 
s KERLIX are shown at right. 3 makes splendid compression dressings. 
é ’ Distributes pressure evenly. Replaces 
: 2 both sponges and cotton waste or pad- 
‘ : CURITY KERLIX ROLLS are 3 yards (4% yds., stretched) by . pst Apply qeeelly, od ae cme as 
e or a fluff. Cover wi Surity TENS 
(a 4 inches, 8 ply. Packed 100 rolls (non-sterile) per case. * Elastic Bandage as usual. 
ye 4 : , 
' Products of Se . 
| | (AUER s BLACK) - im urily ee 
Division of The Kendall Company, Chicago 16 a Ainlirrti mffde ey 








ARCH TO IMPROVE TECHNIC... -TO REDUCE COST 
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LOW COST 
PROTECTION 
AGAINST 
COSTLY INFECTION 


DIRECT FROM THE MAN- 
UFACTURER AT THE 
LOW PRE-WAR PRICE. 


1847 North Main Street 
Royal Oak, Michigan 











but maybe that’s because I’m chair- 
man of the Program Committee. 
The staff does the real work. Any- 
way, be sure to get in your hotel 
reservations early, if you have not 
already done so. We will have to 
double up, so pick your roommates. 


x *« * 


Some hospitals now have a 40- 
hour week for nurses. Others have 
a 44-hour week and make it pos- 
sible for nurses to have a two-day 
holiday on alternate weeks by work- 
ing 48 hours one week and 40 hours 
the next. I have also learned of 
the vacation policy of one hospital 
with a 40-hour week. They give two 
weeks vacation and allow two weeks 
sick leave with pay. Then they add 
to the vacation period the unused 
sick days. A nurse with no time off 
gets a four week vacation intact, 
thus helping with year round cov- 
erage. This seems fair to me. 

I have found that nurses are the 
last to take advantage of paid sick 
days. But that also brings up the 
thought that the nurse who has to 
use her sick time might need a 
longer vacation. 


Problems, problems, problems. 
x kk * 


On June 12, my hospital held 
commencement exercises for its 
1947 class of 58 student nurses. I 
don’t know how many of them were 
wearing engagement rings, but in 
another hospital here in New York 
recently more than 50 per cent of 
the graduates were engaged. 

A good recruitment slogan might 
be, “A Nursing Student gets her 
Man.” (Apologies to the Canadian 
Mounted Police.) 


x 


My schedule for June included a 
meeting of the Council on Profes- 
sional Practice in Washington; the 
Catholic Hospital convention in 
Boston; the Surgical Trade Associa- 
tion in Hot Springs, Va.; and five 
days in Chicago for a Blue Cross 
meeting, the Co-ordinating Com- 
mittee and the Board of ‘Trustees 
meetings. The net result was only 
five-and-a-half working days from 
my desk. Not bad. We now have a 
breathing spell until September. 

There has been much accom- 
plished, I believe; and again I can- 
not help mentioning my astonish- 


ment at the amount of time and 
effort given by so many men and 
women in our field for the good of 
all, and with no recompense other 
than the satisfaction of being help- 
ful. In these days when so many are 
afraid of doing too much this is 
indeed refreshing. 


x *&* * 


Paradox — the most expensive 
thing a hospital can buy is cheap 
paint. The average paint you buy 
today does not even smell like paint. 
Good paint costs money, but it’s 
worth it. Labor costs are high, and 
therefore the covering used should 
be the kind that lasts. Paint brushes 
ought to be sold by jewelers at to- 
day’s prices, but good ones are 
worth the price. 

We must also be careful in the 
purchase of detergents for wall 
cleaning. Some of the solutions on 
the market not only remove the 
dirt, but also the paint and the 
epidermis. A good stunt is to paint 
three or four rooms or areas having 
identical usage with different 
brands of paint then watch results 
as to lasting qualities and number 
of washings withstood, for instance. 

We tried that once but by ,the 
time we made our decision we 
learned that the manufacturers of 
the best paint had gone bankrupt 
and were out of business. 


x * * 


You can not please everybody. 
Some of our neighbors complained 
because we flushed our sidewalks 
too early in the morning. They 
claimed it awakened them. I sug- 
gested that they try to imagine it 
was a babbling brook rushing over 
stones—a soothing thought—but it 
didn’t work. 


xk «kK * 


I recall that Don Smelzer wrote 
entertainingly of his fishing experi- 
ences in his warm weather columns. 


’ I’m not a fisherman. I feel too sorry 


for the worms. I’m too tired to play 
golf. There must be something that 
I could tell you about. 


Oh, yes. We have a nice day bed 
out on our sun porch. 


Ho hum. 
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STREPTOMYCIN 


Highly Effective 
Antibacterial Agent 





STREPTOMYCIN 


HYDROCHLORIDE 


MERCK 


Councel becopled 


MERCK & CO., Inc. RAHWAY, N. J. 
Manufacturing Chemists 


In Canada: MERCK & CO., Ltd. Montreal, Que. 
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CLINICAL INDICATIONS 


Streptomycin is effective in the treat- 
ment of: 

URINARY TRACT INFECTIONS, BAC- 
TEREMIA, and MENINGITIS due to 
susceptible strains of the following 
organisms: 


Esch. coli A. aerogenes 
Proteus vulgaris Ps. aeruginosa 
(B. pyocyaneus) 


Klebsiella pneumoniae 
(Friedlander’s bacillus) 


TULAREMIA 
ALL H. influenzae INFECTIONS 


Streptomycin is a helpful agent in 
the treatment of the following dis- 
eases, but its position has not been 
clearly defined: 





Peritonitis due to susceptible or- 
ganisms. 


Pneumonia due fo Klebsiella pneu- 
moniae (Friedlander’s bacillus). 
Liver abscess due to streptomycin- 
sensitive, gram-negative bacilli. 
Cholangitis due to streptomycin- 
sensitive, gram-negative bacilli. 


Endocarditis caused by penicillin- 
resistant, streptomycin-sensi- 
tive organisms. 

Tuberculosis. 

Chronic pulmonary infections due 
predominantly fo streptomycin- 
sensitive, gram-negative fiora. 


Empyema due to streptomycin- 
sensitive, gram-negative or- 
ganisms. 

* 


Physicians now may obtain ade- 
quate supplies of this remarkable 
new antibacterial agent, with- 
out restriction, from their local 
pharmacists and hospitals. 
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EDUCATION THROUGH THE FIELD 


PLANNING AND CARRYING OUT a 
variety of institutes is one of the 
important activities of the head- 
quarters staff. The institute pro- 
gram is a fairly new type of edu- 
cational service first used by the 
Association in 1944. Each institute 
is a planned program aimed at 
small gatherings of department per- 
sonnel and administrators interest- 
ed in or doing the type of work 
covered at the scheduled institute. 

The main purpose is to present a 
short course of intensive educa- 
tional training to employed per- 
sons. Other purposes are to give 
concentrated exposure to a selected 
area of hospital service, to limit 
attendance to those actively en- 
gaged in the area of work covered, 
and to provide a type of inservice 
training rather than the prepara- 
tion usually obtained only through 
established college courses or long 
apprenticeships. 

Institutes are conducted in a 
variety of work fields important to 
successful administration. Subjects 
are further subdivided into basic 
and advanced courses in some cases. 

Planning: A definite pattern for 
arranging and holding institutes 
has been worked out at headquar- 
ters. Geographical distribution is 
given consideration. Agencies or 
professional organizations active in 
the work field being studied are in- 
vited to act as sponsors. A local in- 
stitute committee is set up to work 
on arrangements in cooperation 
with the planning done by the 
American Hospital Association rep- 
resentatives. 

The local institute committee has 
several functions. It serves as the 
program and hospital committee. Its 
members consult with the Associa- 
tion on program content, faculty se- 
lection, physical arrangements and 
general policies. It advises the Asso- 
ciation on standards by which ap- 
plicants may be accepted for en- 
rollment and on other matters as 
requested. Work assignments and lo- 
cal responsibilities mutually agreed 
on between the local committee and 
the Association are accepted by the 


22 


committee. Members are invited to 
be present at institute sessions in 
order to assist in making the project 
a success. 

Final decisions on program and 
policy are made by the Association. 
Faculty appointments conform to 
standards that have been set. Aver- 
age faculty for an institute is 18 
persons. 

Eligibility for attendance is final- 
ly decided by the Association. Usu- 
ally an applicant must be an ad- 
ministrator, a department head or 
an employee of the department be- 
ing covered by the institute. In ad- 
dition, the prospective applicant 
must be either an employee of a 
member hospital, a personal mem- 
ber of the Association or a personal 
member of the professional organ- 
ization that may be conducting the 
institute jointly with the American 
Hospital Association. 

Application blanks are distrib- 
uted from headquarters and are re- 
turned to the Association depart- 
ment in charge of the institute for 
approval and processing. Living 
arrangements, mailings and_pub- 
licity also are handled at headquar- 
ters. Supplementary publicity may 
be taken care of by the local insti- 
tute committee and cooperating 
organizations. 

Institutes generally run for five 
days, Monday through Friday. 












AT the close of some 
Association-spon- 
sored institutes, at- 
tendance certificates 
are presented to 
qualified registrants. 


bas been enrolled ag a Member of the 


Bospital Public Relations 


and has completed the coy 


Morning and afternoon meetings, 
usually lectures and discussions, 
are scheduled. It is general prac- 
tice to plan one social evening. 
Special conferences or round table 
discussions may be held at other 
evening sessions. Some _ institutes 
close with a dinner at which cer- 
tificates of attendance are presented 
to eligible persons by the Associa- 
tion. 

Joint Institutes: In some cases the 
Association conducts institutes with 
other professional organizations. 
Standards developed by the Asso- 
ciation are followed on faculty and 
curriculum; timing and geograph- 
ical location; relationships with 
state and local hospital associations; 
assignment of authority, responsi- 
bility and benefits. 

Since the program started, the 
Association has conducted and 
plans to hold institutes jointly with 
several organizations. Six institutes 
for medical record librarians have 
been held with the American Asso- 
ciation of Medical Record Librar- 
ians. Hospital pharmacists attend 
institutes conducted by the Associa- 
tion, the American Pharmaceutical 
Association and the American So- 
ciety of Hospital Pharmacists. The 
first institute with the American 
Association of Nurse Anesthetists 
met recently. ; 

History: ‘wo Association-spon- 
sored institutes were held in 1944. 
Those two, with a total enrollment 
of 209, covered personnel and pur- 
chasing. In 1945, total enrollment 
for five institutes was 385. In the 
seven held in 1946, 769 were en- 
rolled. Attendance at the 22 insti- 
tutes held between 1944 and May 


American Hospital Association 


This Is to Certify That | 





Institute 


Princeton, Pew Fersey 
June 9.13, 1947 


tse i 
of instruction Arranged for the Institute 


E secutive Director 
American Hospital Association 
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Up-to-date Hospital Plating" : 
provides for the é 


7” FLUIDS PRODUCTION SUPPLY 


This indispensable department serves to centralize 
oe, equipment for the preparation of surgical solu- 


PHARMACY tions, whole blood and plasma facilities. 
FENWAL EQUIPMENT 


is the installation of choice of many leading hospi- 
tals throughout the world, who enjoy the benefits 
BLOOD _ of low-cost surgical solutions, as required. Of 
AND PLASMA economic significance, a major proportion of 
FACILITY Fenwal Parenteral Fluid equipment is essential 
to the blood bank facility as well. 
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_ PATHOLOGY 
LABORATORY 





> CENTRAL 


«SUPPLY - The simplicity of Fenwal equipment is such that 
i ce : X-RAY it can be accurately and safely operated by any 
ities, SURGICAL trained attendant. The Fenwal technic of produc- 
SUPPLY ing sterile fluids is actually far less difficult than 
that of collecting blood and producing plasma. 
The service and economies afforded suggest a 
Fenwal equipped FLUIDS PRODUCTION SUP: 
PLY as a logical “must.” 
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Heaoauarrers FOR SCIENTIFIC ae 
iO ELMEAE AtSexten aP- ORDER TODAY or write immediately ' 
i for further information 


MACALASTER BICKNELL COMPANY 


243 Broadway 
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Cambridge 39, Massachusetts 
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31, 1947, exclusive of faculty, was 
2,255. Average attendance per in- 
stitute was slightly more than 102 
persons. 

Geographical distribution from 
the start of the program and includ- 
ing those definitely scheduled for 
1947 is: THE Mipp1.e West, 15, (Chi- 
cago, 9; Bloomington, Ind., 3; Ann 
Arbor, Mich., 2; Cincinnati, 1); 
THE East, 7 (New Haven, Conn., 
2; Boston, 1; Philadelphia, 2; New 
York City, 1; Princeton, N. J., 1); 
THE Soutn, 4 (Houston, Texas, 2; 
Dallas, Texas, 1; New Orleans, 1); 
THE West, 2 (California, 1; Den- 
ver, 1); ‘THE SOUTHEAST, 1. Insti- 
tutes now tentatively scheduled do 
not change this pattern. 

Registrants were distributed geo- 
graphically as follows: Central 
States, 32 per cent plus; Middle 


Atlantic and New England states 
combined, 32 per cent plus; South- 
ern states, 10 per cent; Far Western 
states, 5 per cent plus; other states 
west of the Mississippi, 11 per cent. 

Distribution of institutes by type 
for the period January 1, 1944 
through December 31, 1947 is: 
Pharmacy, 2; dietetics, 2; account- 
ing, 8; purchasing, 3; medical rec- 
ords, 6; personnel, 5; nurse anes- 
thetists, 1; public relations, 3; 
hospital planning, 1; nursing, 1; 
trustees, 1. 

The scope of the 1947 program 
is in marked contrast to that of 
1944. This year’s schedule includes 
22 definitely planned institutes and 
tentative plans for another five. In- 
cluded in the program is a series of 
one-day dietetics conferences held 
throughout Illinois in May and 





Union Building, Madison 


institutional members of either association. 


*Institute on Advanced Accounting: 
Tulane University, New Orleans 


membership in the Association. 


Registrants must be either persona 


League of Nursing ucation. 


Battery Park Hotel, Asheville, N. C. 


association, 


Chicago 10. 
Chicago 10. 
Division Street, Chicago 10. 
Chicago 10. 





A CALENDAR OF ASSOCIATION INSTITUTES 


A calendar of forthcoming Association institutes including dates, places and 
eligibility rules follows. Each institute is limited in attendance and persons 
completing each institute will be awarded a certificate. 


*Institute on the Theory and Practice of Cost Analysis in Hospitals: 
Indiana University, Bloomington, Ind. 


Eligible: Hospital administrators or hospital accountants certified to by the administrator. Regis- 
trants must be either personal members of the American Hospital Association or employed by 
hospitals having institutional membership in the Association. 


****Conference on Hospital Public Relations: University of Wisconsin 


ublic relations of hospitals or persons whose 


Eligible: Hospital administrators, directors of 
egistrants must be personal members of the 


duties in the hospital include public relations. 
American Hospital Association or the Wisconsin Hospital Association or representatives of 


***Institute on Hospital Planning: Drake Hotel, Chicago 


Eligible: Hospital officials who have had no previous experience with hospital construction 
projects. Registrants must be either personal members of the American Hospital Association 
or affiliated with a hospital holding membership in the American Hospital Association. 


*Institute on Hospital Personnel Management: 


Western Reserve University, Cleveland 


Eligible: Administrators, assistant administrators and personnel directors, or other individuals 
employed by the hospital and certified to by the administrator. Each registrant must be either a 
personal member of the American Hospital Association or a staff member of an institution that 
is a member of the Association. Attendance will be limited to one person from a hospital unless 
the total applications are less than the maximum set for the institute. 


Eligible: Hospital administrators or chief hospital accountants. Registrants must be either per- 
sonal members of the American Hospital Association or employed by hospitals having institutional 


**Institute on Nursing: Hotel Knickerbocker, Chicago 


Eligible: Administrators of nis pn with schools of nursing; directors of schools of nursing. 
members of the American Hospital Association or representatives 
of a. hospital vw Fee reggae membership in the Association, or members of the National 


*Institute on Basic Accounting and Business Office Procedures: 


Eligible: Hospital administrators or hospital accountants certified to by the administrator. Reg- 
istrants must be either personal members of the American Hospital Association or employed by 
hospitals that are institutional members of the American Hospital Association or the state 


For Information Address: 
*Council on Administrative Practice, American Hospital Association, 18 East Division Street, 
**Council on Professional Practice, American Hospital Association, 18 East Division Street, 
***Council on Hospital Planning and Plant Operation, American Hospital Association, I8 East 


0. 
****Council on Public Relations, American Hospital Association, 18 East Division Street, 


July 21-25 


July 28 and 29 


August 18-22 


August 4-9 


August 25-29 


August 25-29 


October 20-24 


June and two 2-day public relations 
meetings, one to be held at the 
University of Wisconsin in July and 
the other at the University of Mis- 
souri in December. 

Definitely to be held during the 
last six months of 1947 are insti- 
tutes on medical records, public 
relations, dietetics, cost accounting, 
hospital planning, personnel, nurs- 
ing, basic accounting, trustees and 
purchasing. Engineer and laundry 
institutes are tentatively scheduled 
for the year. 

The 1948 program is being 
planned. It is expected that some 
20 institutes will be held during the 
next year. 

The institute program is a joint 
project of the Council on Educa- 
tion and the council under whose 
direction the subject matter falls. 
While each institute is handled by 
the council concerned with the field 
to be studied, the Council on Edu- 
cation and Dr. Hugo V. Hullerman, 
council secretary and an assistant 
director of the Association, assist 
with application of standards and 
integration of the whole program. 














EMERGENCY 


POWER 


INSURANCE! 






Generating 
Set 


FAIRBANKS-MORSE 
GENERATING SETS 


NSURE yourself NOW against electric 
power failure. These performance- 
proved generating sets, installed as 
stand-by units, will give dependable 
service even under continuous, heavy- 
duty operation. A.C. and D.C. types, 
remote and automatic start, 350- to 
35,000-watt capacities. Send today for 
FREE literature! 


Fairbanks-Morse 
—6- 





A name worth remembering 


mre 


- 
| FAIRBANKS, MORSE & CO., Dept. A-7 | 
| Chicago 5, Illinois 


Please send free literature on Fairbanks- 
Morse Generating Sets. 
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They’re made of a metal that brings you... 

1. READILY CLEANED SURFACES 
2. UNSURPASSED DURABILITY 
3. LOWER MAINTENANCE COSTS 


This equipment shows applications of a metal that resists 
acids, alkalies and a wide range of hospital solutions... 

A metal that withstands heat, steam and moisture. 

It has no plating to peel or wear away, no coating to chip 
or crack... because it’s Monel*. You get a solid rustproof 
metal that gives lifetime service. 

And the more you use Monel equipment, the better you 
can maintain its beautiful, silvery lustre...for Monel is the 
same corrosion-resistant metal all the way through. 

Experience clearly shows that Monel is unsurpassed for 
these boiling type sterilizers and the electric nursing bottle 
warmer, products of The American Sterilizer Company, 
Erie, Pa. In addition, American uses Monel for pasteurizers 
and for boiling type bottle sterilizers and bronchoscopic 
instrument sterilizers, as well as for other American equip- 
ment built to meet exacting demands. 

Increasing use of Monel in hospitals...from laboratory 
to laundry...indicates the growing appreciation of its 
strength and toughness, its freedom from rust, and particu- 
larly its economy and ease of maintenance. When you order 
new Sterilizers or other equipment that must withstand hard 
usage, be sure to specify: Monel construction. 


— 


A PORTABLE ELECTRIC NURSING BOT- 
TLE WARMER, with bottle holder as well 
as body and cover, of solid, corrosion- 
resistant Monel, developed to provide 
long, dependable service, with minimum 
effort and expense for maintenance. 
Photos courtesy of American Sterilizer 
Company, Erie, Pennsylvania. 
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IN THIS BOILING TYPE STERILIZER for 
utensils, American Sterilizer Company 
produces body, cover and tray in solid, 
rustproof, readily cleanable Monel. This 
steam heated unit is equipped with ex- 
cess vapor regulator, visible in the smaller 
illustration showing cover in closed posi- 
tion. Electrically-heated and gas-heated 
models also available. 








THIS ‘‘AMERICAN"’ INSTRUMENT STER- 
ILIZER is also a steam heated unit of 
the boiling type, incorporating Monel 
to assure lifetime freedom from chip- 
ping, and to facilitate cleaning. Inset 
shows cover closed. Electrically-heated 
and gas-heated models also available. 


THE INTERNATIONAL NICKEL COMPANY, INC., 67 WALL STREET, NEW YORK 5, N.Y. 


“ii.” MONEL".. 


STANDARD METAL OF THE MODERN HOSPITAL 
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an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our setvice are pictured 


and fully described. 


Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 

Birth Certificates 
Frames for 

Birth Certificates 
Perfected 

Footprint Outfits 
Long Reach 

Seal Presses 
Graduation Diplomas 

for Schools of 

Nursing 
Stationery for 

Hospitals & Schools 

of Nursing 


k are mailing the file folder to 








all hospitals. If not received by your 
hospital, please write a it. 


Franklin C. Hollstér, 


538 West Roscoe St. 
CHICAGO 13 
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...on the Value of 
Regularly Scheduled 
Staff Conferences. 








The Question—Do you or do you not favor regularly sched- 
uled administrative staff conferences? 


FULL STAFF NEED NOT MEET DAILY 


IN ANSWERING THE QUESTION as to 
whether or not regularly scheduled 
administrative staff conferences are 
favored, it would seem that first a 
clarification of the staff conference 
should be set forth. If the confer- 
ence consists of the administrator 
and all department heads meeting 
daily, weekly or monthly to discuss 
problems of operation, the answer 
would be no. If the regularly sched- 
uled administrative staff conference 
consists of the administrator and 
certain key department heads meet- 
ing daily for short periods to re- 
view the activities of the previous 
day, the answer is yes. 

Conferences involving all depart- 
ment heads can be quite time con- 
suming and at times rather unpro- 
ductive. A hospital in the main is 
departmentalized on a functional 
basis. The activities of the various 
departments can extend over a very 
wide range. The technical problems 
that may arise in connection with 
the operation of one department 
rarely cut across the lines of all the 
other hospital departments. Hence 
a conference of all department 
heads would mean wasted time 
other than general knowledge. 

Rather than regularly scheduled 
conferences for all department 
heads, it is felt that when a problem 
arises involving several departments 
it is more practical to call a special 
meeting of those departments affect- 
ed. Accordingly, meetings dealing 
with matters such as personnel poli- 
cies that affect all departments 
would consist of all department 
heads, while subjects such as the 
policy of scheduling surgery might 
involve the nursing office, admis- 
sion and the laboratory. 

It is felt that daily conferences 
of certain key personnel are of de- 
cided value. Daily sessions of the 
director of nurses, medical director 
and the administrator for brief 
periods at specified times have been 
found to be very productive. Sub- 
ject matters of such meetings in- 
clude the review of admissions and 


discharges, emergency work, unusu- 
al cases admitted, critically ill pa- 
tients, and matters of policy affect- 
ing patient care and the general 
operation of the hospital. Such con- 
ferences are usually brief, lasting 15 
to 20 minutes, and they enable the 
key department heads whose work 
deals primarily with patient care to 
collectively review and evaluate the 
daily work of the hospital. 

In summary, it is felt that regular- 
ly scheduled staff conferences are of 
value when they consist of two or 
three department heads who are 
concerned with the care of the pa- 
tient. Conferences consisting of all 
department heads meeting at regu- 
larly scheduled intervals are 
thought to be of little value because 
of the dissimilarity of the work of 
the conferees. Rather than regularly 
scheduled conferences, it is felt that 
meetings should be held when prob- 
lems warrant them and consist of 
those departments that are directly 
affected by the subject at hand.— 
Richard Highsmith, administrator, 
Children’s Hospital of the East Bay, 
Oakland, Calif. 


A CONFERENCE PLAN 
INTEGRATES STAFF 


I HAVE BEEN an advocate of the 
administrative staff conference plan. 
An organization is no more or less 
than an assemblage of individuals 
united as an integrated whole. The 
success of that organization de- 
pends, in large measure, on how 
these individuals function individ- 
ually and collectively in their effort 
to interpret the policies and objec- 
tives of management in terms of 
their performance. 

The department head is the link 
between the administrator and the 
worker. Aside from technical knowl- 
edge, it is no little function to trans- 
fer or translate policies to the sev- 
eral grades of management. The 
administrative conference gives an 
opportunity to review the back- 
ground of important matters and 
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INSTRUMENT and UTENSIL 


STERILIZERS... DRESSING and INSTRUMENT 
which provide for complete utiliza- STERILIZERS .. . 


tion of available power and auto- Precision equipment of functional de- 


matic control of rate of heating. pendability. SMALL INSTRUMENT 
EXCESS VAPOR REGULATOR STERILIZERS in portable and cabinet 


eliminates losses usually sustained 
through wasteful creation and dis- 
posal of steam. 





models featuring “burn-out- proof’ 
safety. 














BULK STERILIZERS... 


the outcome of wartime engi- 
neering efficiency. Unexcelled 
for sterilization of dry surgical 
supplies, mattresses, bedding, 


WATER STILLS... 

in which a thermometer permits 
operator to gauge performance 
at all times and to accurately 
adjust regulating valve. Provides 
safety against “burn-out” and 
cleaning simplicity that means 
longer periods of operation. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


ts DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS ak 
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explain the reasons for instituting 
new policies and changing old ones. 

Further, as a tool of management 
the conference gives dignity to the 
staff position by formalizing its ac- 
tivity along the lines used in trustee 
and medical staff sessions. It is a 
democratic approach to manage- 
ment and recognizes all department 
activities on an equal basis. 

My schedule is to divide the ses- 
sion with individual department 
heads who share the meeting and 
address the group from their par- 
ticular interest in relation to the 
whole. This is a direct way to un- 


derstand your people and know 
their problems. It stimulates in- 
terest and establishes a deeper sense 
of identification. 

The main advantages of the con- 
ference method are: 

1. They permit the executive 
staff to become better acquainted, 
thus fostering development of a 
more sympathetic, mutual under- 
standing. 

2. The dissemination of certain 
types of information can be more 
forcibly and graphically done by 
oral presentation than by written 
memoranda. 








Dead Insects 


DO TELL TALES! 


Outside of their own kind possibly, nobody mourns the loss of destructive 
insect pests. Dead, they spin a tale of heightened morale, increased efficiency 


and sanitary’ safe-guarding of product. 


Dead, they also bear strong testimony to the West Vaposector Fluid dispersed 
by the new, streamlined West VAPOMAT. 

Just one filling of the West Vapomat with Vaposector Fluid will effectively 
control roaches and similar crawling insects in areas of 50,000 cubic feet. Will 
also achieve a “Positive Kill” of flying insects in areas of 500,000 cubic feet! 

Completely automatic, the West Vapomat is electrically operated . . . light, 
easy and economical to use. Simply fill, set the time clock, and plug into 


AC or DC outlet. 


Fill in the coupon below. One of West’s 475 trained representatives will 
be glad to explain this more effective method of pest control. No obligation! 









Products That Promote Sanitation 








CLIP TO YOUR LETTERHEAD 





West VAPOMAT [1] 


42-16 WEST STREET 
LONG ISLAND CITY 1, N.Y., DEPT. H 


We are interested in a demonstration of the new 
Please send Literature [_] 
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CLEANSING DISINFECTANTS - INSECTICIDES . KOTEX VENDING MACHINES 














PAPER TOWELS + AUTOMATIC DEODORIZING APPLIANCES + LIQUID SOAPS =n 









3. The presentation of proce- 
dures and other matters orally al- 
lows rebuttal and a flexibility of 
discussion not possible with written 
directives. 

4. Conferences provide for the 
interchange of positive, construc- 
tive ideas through suggestions and 
discussion. They develop the de- 
partment head and _ foster leader- 
ship. 

5. They enable the individual 
departments to make evident their 
particular problems, thus creating 
a better understanding. A broader 
view of the entire organization and 
its various inter-related functions 
is obtainable at these meetings. 

The success of the conference 
method naturally depends on the 
effective participation of the group. 
Guidance is essential to confine the 
discussion to pertinent issues de- 
void of trivialities, petty criticism 
and above all negative personal 
interpretations. Edgar C. Hayhon, 
director, East Orange (N.J.) Gen- 
eral Hospital. 


CONFERENCES ONLY ON 
SPECIAL OCCASIONS 


I CALL administrative staff confer- 
ences only at times when I wish to 
announce and explain, or to have 
discussed changes in general admin- 
istrative policies. It has been my 
practice for a number of years to 
hold daily conferences regularly 
with individual department heads. 

The business day at our hospital 
starts at 8 o’clock. My first regular 
conference for the day is with our 
business manager at 8:30. This is 
followed by a conference with the 
director of nursing service at 9. 
These are the only daily conferences 
for which a regular time schedule is 
maintained. Other conferences held 
daily, and in some instances more 
often than once a day, are with the 
personnel director, executive house- 
keeper and maintenance supervisor. 

In the professional services I have 
frequent conferences with the direc- 
tor of laboratories, the radiologist, 
the coordinator of our medical edu- 
cational programs. In the non-pro- 
fessional service I meet with the ex- 
ecutive dietitian, senior admitting 
officer, medical record librarian, 
senior pharmacist and laundry fore- 
man. I am available to attend de- 
partmental staff conferences by in- 
vitation from the department head. 

It is my policy to visit each de- 
partment once each week and to 
make a general inspection once each 
month.—Relph M. Hueston, super- 
intendent, Hurley Hospital, Flint, 
Mich. 
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RATES —ESTABLISHING THEM 
ON A SOUND BASIS 


iene IN THE SUBJECT of rates 


and the preparation of them as 
a basis for hospital income, has been 
intensified during the past several 
years by changing conditions. Hos- 
pitals are dependent to a greater ex- 
tent than ever before upon payment 
from agencies and less by direct pay- 
ment from patients. A number of 
people have been devoting some 
time to outlining methods for the 
preparation of rates, and_ these 
studies have been motivated by a 
desire to establish rates for the dif- 
ferent types of accommodations in 
their proper relation to cost. 

During many years of operation 
of the voluntary hospitals in this 
country, rates to a very large extent 
have been established, not in rela- 
tion to cost, but in relation to the 
rates of similar institutions in the 
community. 

It is not unusual to hear the com- 
ment that rates in hospitals for vari- 
ous accommodations were estab- 
lished on the principle of “what 
the traffic will bear.” In many in- 
stances they have been fixed by the 
managing board after due consid- 
eration of the administrator’s opin- 
ion. Rates generally are fixed with 
a relatively high charge for private 
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and semiprivate room accommoda- 
tions, with the hope this will make 
up much of the loss sustained be- 
cause of low rates for ward care. 


FEW HOSPITALS KNOW 
ACTUAL SERVICE COSTS 

In a great majority of the hospi- 
tals, very little has been done to 
find the actual cost of these services. 
In our own community several years 
ago, we made a rather exhaustive 
study to determine the relative cost 
of service in ward and semiprivate 
accommodations as compared with 
per capita per diem cost. These fig- 
ures, which we believe to be ac- 
curate, disclosed a weighted aver- 
age cost for ward service of go per 
cent of per capita per diem cast, 
and for private service 105 per cent. 

It was the opinion of those who 
conducted the study that semipri- 
vate accommodations could be con- 
sidered the per capita per diem cost. 
In one or two other communities 
similar studies have disclosed the 
fact that ward costs, at least in a 
portion of the hospitals, were even 


higher than semiprivate costs. It 
must be assumed that the matter of 
establishing rates needs consider- 
able study. It may also be assumed, 
conditions as they are, that most 
people today can afford to pay a 
rate more nearly approximating 
cost for ward accommodations. 

Most boards of trustees do, and 
undoubtedly should, give proper 
consideration to the anticipated in- 
come from gifts and donations to 
make up the operating loss in ward 
income. Some hospitals have en- 
dowment income that does recover 
a substantial part of this loss. Many 
others depend almost entirely on 
their income from patients. There 
are a few in community fund areas 
where lump sum allocations can be 
applied either against free service 
rendered, or against loss sustained 
from part-pay cases. 

Many of these hospitals, even 
though they provide only a small 
percentage of their total service as 
free or part-pay, do not have sufh- 
cient income from patients to pay for 
what is considered a true operating 
expense. This is the case where hos- 
pital salaries are not commensurate 
with those paid in industry and 
therefore can be considered a minor 
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to lower rates. In 
many communities volunteer serv- 
ice has not been evaluated, al- 
though this has helped to keep costs 
down. 

Since the outbreak of the war, 
hospital costs have been gradually 
increasing. The most pronounced 
increase, however, has occurred in 
the past two years. Economic con- 
ditions have been favorable. A large 
portion of the hospital inpatients 
have been able to pay established 
rates. In some instances such rates 
were less than actual cost. It is hard 
to understand that some hospitals, 
even during so favorable a period, 
have operated with deficits. ‘This 
indicates that rate adjustments have 
not been made in keeping with the 
increasing operating cost, but it 
must be remembered also that high 
occupancy and the shortage of per- 
sonnel have a definite bearing on 
the ability of hospitals to keep rates 
fairly low. Even so, costs have risen 
steadily and failure to adjust rates 
has caused deficits. 


contribution 


CONTRACT, PREPAYMENT 
DAYS ARE INCREASING 


Hospitals in some communities 
find that more than half their reg- 
ular pay patients are covered by 
some type of prepayment plan. 
From 15 to 20 per cent may be un- 
der contract service, such as gov- 
ernmental agencies and the indus- 
trial commission. This leaves a rela- 
tively small number over whose 
rates the hospital has complete con- 
trol. As contract days and prepay- 
ment days increase, it becomes more 


important that rates be established 


on a sound basis. 

Rates should provide income to 
meet, not only budgeted expense, 
but anticipated changes also. Hos- 
pitals must be in a position to nego- 
tiate on a sound, businesslike basis 
with governmental units, Blue Cross 
plans, insurance companies, and 
other contract agencies. They 
should no longer expect to estab- 
lish rates without some relation to 
cost. ‘Then the cost should be de- 
fined in terms broad enough so that 
there will be some margin of in- 
come to provide for depreciation 
of buildings and equipment and 
certain other contingencies. In 
preparation of the budget and ad- 
justment of rates, if changes in 
salaries and commodity prices have 
been provided for, and if a fair 
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analysis of economic conditions has 
been made, and if unanticipated 
changes do not occur, the hospital 
should be in a position to operate 
without loss. 

If the governing board, the ad- 
ministrator and department heads 
are to establish rates with some rela- 
tion to cost, they can do so only if 
they have accurate information con- 
cerning operation of the institution 
as a whole and of the various de- 
partments. With the constant de- 
mand for accurate figures by con- 
tract agencies, it is imperative that 
hospitals develop proper account- 
ing procedures. 

Some of the component parts of 
any formula naturally would be: 

1. Per capita per diem net earned 
income. 

2. Per capita per diem cost, of 
which there would be two major 
divisions, (a) salaries and wages, 
(b) commodities and miscellaneous. 

3. Percentage of occupancy. 

4. Per capita per diem collection 
losses. 

5. Other income of which we 
must also have subdivisions, such 
as (a) endowment income, (b) 
gifts and donations, and (c) mis- 
cellaneous, which includes income 
from telephone and telegraph, cash 
discounts on purchases, etc. 


6. Other expenses, divided into 


interest, taxes and others. 

7. Depreciation. 

8. Contingencies. 

It is relatively simple to make 
adjustments in rates that have been 
established for a particular hospi- 
tal. By actually dividing the deficit 
by the total number of patient days, 
one may reach the conclusion that 
an additional $1 a day of income 
is required. It would be like taking 
candy from a baby to decide that 
total ward days of service were 30 
per cent of total inpatient days, 
semiprivate days were 40 per cent 
of total inpatient days, and private 
room service the remaining go per 
cent. We might thus reach this easy 
solution: Ward patients being un- 
able to pay a high rate, we shall 
increase only 50 cents a day. Semi- 
private rates we shall increase $1 a 
day, and the private patients $1.50 
a day. By this method we would 
have a potential increased income 
approximating the loss sustained 
the preceding year. 

But is that the answer? Fur- 
ther analysis suggests that without 





weighing all the factors listed above, 
the situation might be worse rather 
than better at the end of a given 
year. How could such a thing hap- 
pen when rates had been increased? 
First, let us assume that 65 per cent 
of operating cost is wages and sal- 
aries. We have not calculated the 
probable salary changes. We find 
within a few months after new 
rates have been announced that an 
across-the-board increase is not ade- 
quate; that employees are demand- 
ing increased pay consistent with 
prevailing rates in the community. 
We are unable to cope with this 
situation because of low income. 
As a result we have discontented 
employees and many additional 
problems. 


DEPRECIATION REQUIRES 
SPECIAL CONSIDERATION 


Let us then take all the factors 
listed above. Let us assume that our 
per capita per diem net earned in- 
come for the preceding year was 
$8.40, but our per capita per diem 
cost was $9, exclusive of deprecia- 
tion of buildings and equipment. 
We have developed a depreciation 
formula that amounts to 64 cents a 
day. 

No hospital should expect to 
collect for depreciation without 
providing for the use of such funds 
on a businesslike basis. The con- 
tracting agencies could rightfully 
object. If a hospital is to receive 
funds for depreciation, these should 
be segregated from operating in- 
come and maintained in a separate 
bank account or invested in high 
type securities. It is suggested as a 
fair and just disposition of depre- 
ciation funds, that limitations be 
placed on the purposes for which 
they can be disbursed to: Liquidat- 
ing existing indebtedness, liqui- 
dating indebtedness prior to the 
date of adoption of such plan, re- 
placing plant assets, financing addi- 
tions to or modernization of present 
plant facilities, replacing items of 
equipment on which depreciation 
has been set up. 

The fund in whatever way ac- 
cumulated should be kept intact 
and unimpaired except for the 
stated purposes. It should also be 
entirely controlled by the board of 
trustees, independent of the ad- 
ministrative and operative man- 
agement of the hospital. Although 
uses of the fund should be limited 
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to the special purposes designated, 
the control body may, as an invest- 
ment, advance or loan to the hos- 
pital sums to meet any deficit occur- 
ring by virtue of extraordinary or 
unusual community service needs. 
It should be definitely understood 
that no disbursement for this pur- 
pose from the fund can be made 
except upon prior approval of the 
control body. 

The governing board has stated 
that rates must be adjusted to take 
care of our total operating cost, in- 
cluding depreciation of buildings 
and equipment. Now we are faced 
with the definite obligation of ad- 
justing our rates for all types of 
service to the point that income 
should be $9.64 per patient day, 
and that is entirely on the basis of 
our operating cost for a preceding 
year, plus depreciation. Our net 
earned income was all from patients 
in this case; we have no endow- 
ments, gifts or other donations. 


BUDGET SHOULD INCLUDE 
ANTICIPATED EXPENSES 

We are now confronted with de- 
termining what our occupancy is 
likely to be for the coming period 
and what proportion of our income 
will be from inpatients, and from 
our other departments which have 
established earnings, such as x-ray 
and laboratory. We may assume for 
purposes of calculation that the 
occupancy will be the same as the 
preceding year. We are faced with 
the necessity of increasing the net 
earned income $1.25 a day, the dif- 
ference between the budgeted per 
diem cost of $9.64 and $8.40, our 
most recent net patient day income. 

Let us further assume that the per 
capita per diem collection losses 
will be on the same _ percentage 
basis as that which prevailed when 
our net earned income was $8.40 a 
day. We must now decid® what i»- 
crease shall be made in our ward, 
semiprivate and private accommo- 
dations. But this is not all. We must 
consider possible increases in oper- 
ating expense. 

After discussion of this particular 
problem with the governing board 
and with other hospitals in the 
community and = individuals in 
whom we have a great deal of con- 
fidence, we suddenly realize that 
we probably will have to raise 
wages and salaries by at least 15 
per cent. It is known that wages 
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and salaries are 65 per cent of total 
operating cost of $9, and _ there- 
fore we must add enough to the 
rates to meet this new expense. 

Is that all we have to do to 
balance our budget? No, for it is 
anticipated that commodity costs 
and other miscellaneous expense 
will increase another 10 per cent, 
so that we have to account for this. 
The hospital has no interest, taxes 
or other such miscellaneous ex- 
pense. We have taken care of de- 
preciation but we have not pro- 
vided for any contingencies. What 
could such contingencies be? 

It is not uncommon to have a 
reduced occupancy because of eco- 
nomic changes, or a floor closed by 
epidemic. If our budget or operat- 
ing income had been such that we 
had established a reasonably good 
surplus, it would not be necessary 
for this particular year to figure 
any contingencies. But we assume 





CONVENTION 


A DETAILED PREVIEW of 
the 49th annual Associa- 
tion convention at St. 
Louis September 22-25 
will be reported in the 
August and September is- 
sues of Hospirats. Pro- 
gram highlights will be an 
August feature. The Sep- 
tember preconvention is- 
sue will include the com- 
plete program and council 
reports. 

For persons planning to 
attend, but who have not 
filed a request for rooms, 
the Convention Housing 
Bureau of the Association 
urges action now. While it 
is expected that all who 
want to attend the con- 
vention will be cared for, 
late requests may have to 
go unfilled. Room requests 
should be mailed directly 
to the bureau at 18 F. Divi- 
sion Street, Chicago 10. 














there is no surplus. We might run 
into lower occupancy and a greater 
collection loss. We might have a 
breakdown of laundry equipment 
on which depreciation had not been 
set up. We find ourselves in a situa- 
tion for which we have not made 
adequate provision. 

It is rather difficult to describe 
contingencies. It is easy to sce that 
the world’s measuring might change 
from community to community. 
But broadly speaking, it is consid- 
ered desirable that hospitals have 
income in excess of cost to meet 
unforeseen operating difficulties, to 
make provision for better care to 
the patient, to purchase new equip- 
ment not covered by depreciation, 
to provide short term working capi- 
tal for a needed community service. 

Of course there could be local 
complications. Hospital A might al- 
low for all probable cost increases, 
while Hospitals B and C allow only 
8 per cent for pay increases. Hos- 
pital A might then find its rates so 
high, comparatively, as to arouse 
resistance and cause a drop in oc- 
cupancy. 

In such circumstances, it would 
seem reasonable that all hospitals 
in a community could cooperate. 
Such joint effort would not be con- 
sidered as fixing prices. It would be 
recognized as a_ businesslike pro- 
cedure carried out in the best in- 
terests of the hospitals and there- 
fore the community. It might be 
decided that all would change their 
rates somewhat in keeping with an 
adjustment that had been accept- 
able to all. This could still leave 
enough latitude for any one hospi- 
tal to cover costs that were higher 
for some good reason. 

Any such adjustment of rates, of 
course, does not relieve the govern- 
ing board and administrator of 
their obligation to use all the best 
business practices and all econ- 
omies consistent with good care 
which should be expected. 

We now find, after jotting down 
all these calculations, that we are 
operating a hospital with a net 
earned income of $8.40 a day. We 
then analyze our anticipated ex- 
pense, including in our cost of op- 
eration an amount for deprecia- 
tion of buildings and equipment, 5 
per cent of our net cost for con- 
tingencies, an increase for com- 
modities and salaries and wages; 
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these figures indicate a total oper- 
ating expense of approximately $11 
a day. At this point the board de- 
cides on a retirement plan for em- 
ployees. It will cost 30 cents a pa- 
tient day, and so we now need an 
income of $11.30 a day. In other 
words, we have now concluded that 
to balance our budget and to secure 
income to cover anticipated in- 
creased operating expense and other 
items not previously included, an 
additional income of $2.90 a pa- 
tient day is required. 


COSTS MUST BE SHARED 

FAIRLY BY ALL GROUPS 
There are a number of ways of 
getting this needed operating cash. 
Some endowment might be secured 
if we have not calculated any in 
this particular situation. We would 
have to determine what proportion 
of the net increase must be earned 
on all types of ambulatory cases 


and what percentage of the total 
needed should be placed on room 
charges and extras for inpatient 
service. 

The hospital with sound account- 
ing and statistical information con- 
cerning its own operation should be 
in a position to determine with a 
certain degree of accuracy the 
proper division of the required in- 
creased income. Obviously the bur- 
den of this additional expense must 
not be placed on a small segment 
of the patient days, and changes in 
rates to meet their proportionate 
share of such expense must be fig- 
ured from contract cases and from 
prepayment subscribers. 

The hospitals in every commu- 
nity must be prepared to meet this 
problem as it exists today. Blue 
Cross and other prepayment plans 
and commercial insurance com- 
panies must cooperate with a full 
understanding of the problem and 


RATES 


HE PAST CUSTOM in voluntary 
hospitals has been to charge 
ward patients at rates far below the 
cost of rendering the hospital serv- 
ice. This is quite understandable. 
Historically, voluntary hospitals 
were founded to care for the in- 
digent sick and for those unable to 
pay the full cost of their care. En- 
dowments, gifts and contributions 
have been given to voluntary hos- 
pitals to assist them in caring for 
the poor; exemption from taxation 
has been granted on the same basis; 
physicians have supplied medical 
care without charge, and society in 
general has subsidized medical and 
hospital care for a considerable pro- 
portion of the population at a 
charge definitely below cost. 

The result of this policy has been 
the development of a voluntary hos- 
pital system of which we have every 
right to be proud. For patients un- 
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then help in solving the problem. 

Hospitals obviously cannot ex- 
pect their employees to devote time 
and energy to the care of patients 
at rates of pay greatly below the 
rates paid by industry. Hospitals 
will be wise to study the set of 
principles adopted by the House of 
Delegates and use it in their nego- 
tiations with Blue Cross plans. 

A hospital, as a nonprofit organ- 
ization, must fix its rates on cost 
plus depreciation, with provision 
for contingencies. A nonprofit or- 
ganization cannot give away that 
which it does not liave. The patient 
must be uppermost in our minds 
at all times. The too-easy solution 
of reducing operating costs by cut- 
ting quality of service should be 
discouraged, at least until it is 
known that the patient prefers low 
rates and poor service, rather than 
pay the necessary rates in order to 
maintain quality service. 


Quoted at Cost and Adjusted to 


Patient’ Financial Condition 


ALBERT W. SNOKE, M.D. FACHA 
DIRECTOR, GRACE-NEW HAVEN (CONN.) 
COMMUNITY HOSPITAL 


able to meet full hospital costs all 
voluntary hospitals have provided 
ward facilities ranging from 1 to 10 
per cent in many institutions to 75 
to 100 per cent in several of the 
large philanthropic hospitals. The 
ward patient is generally .one un- 
able to meet semiprivate care costs 
or to pay a physician’s fee, but who 
is willing to accept the facilities and 
the medical care offered at a re- 
duced charge by the hospital, with 
no professional charges made by the 
physician. 

The ward or service patient, how- 
ever, is presenting an increasingly 
difficult problem to the many vol- 
untary hospitals whose census in- 
cludes an appreciable percentage of 
this type of patient. 


In the past few years, hospital 
operating costs have grown astro- 
nomically. Ward rate increases, as 
a rule, have not kept pace with the 
rapidly spiralling costs; with the in- 
come from endowments and the 
like remaining the same or decreas- 
ing due to lowered income rates, 
the widening disparity between 
ward costs and ward income has 
tended to exhaust all non-operating 
income and destroy capital funds 
left as endowment. 


This is not a serious problem to 
the institution with only a few ward 
patients. It is a matter of life and 
death, however, to the hospital that 
traditionally has cared for 30 to 50 
per cent, 75 per cent, or even 100 
per cent ward patients. Two famed 
teaching hospitals on the east coast 
have net operating deficits of $200,- 
000 to $400,000 a year, and the funds 
have to be made up from invested 


HOSPITALS 


WORE 


SIA aa eh LENS MRE RER I Cs SL) 


eter ope di 








' 
e 
i 
‘ 
£ 


SSSR ENN 


ee 


ES 


eS EET BPS SAAR cot AA RRR TNS RESP ESET 





SRE inners 





soy ir a Ra acme ai Cane 


8 apne alee 3 PuRN a oda icici 








endowment. In caring for ward pa- 
tients, another has exhausted an 
endowment of $1,500,000 over a 
period of ten years. 

What solutions can be offered to 
this situation? More and more hos- 
pitals are or will be confronted by 
this problem, and if they are not to 
become bankrupt, these hospitals 
must find an answer. Here are the 
possibilities: 

1. To obtain greater profit from 
private and semiprivate patients— 
This procedure has already been 
so overplayed in some areas that it 
might be considered a racket. It 
seems perfectly just that private and 
semiprivate patients pay the cost 
of their service and also share in the 
additional cost of depreciation. It 
seems singularly unfair, however, 
to impose an additional financial 
penalty on the individual so un- 
fortunate as to be sick and al- 
ready undergoing a serious financial 
problems. 

2. To increase non-operating in- 
come—This is sheer wishful think- 
ing at the present time. The day of 
the large endowments and chari- 
table contributions is passing and 
Community Chests are being be- 
sieged for increased funds from all 
angles. 

3. To readjust ward rates to cover 
the cost of rendering the service— 
To raise ward rates to a figure ap- 
proximating the cost of providing 
the service is, at first thought, revolu- 
tionary, impractical and unwise. It 
is necessary, therefore, to define the 
suggested program and then outline 
the advantages and disadvantages 
before coming to any conclusion. 

It is proposed to increase the 
daily rate charged the ward patient 
so that, if the complete bill for 
room, board and extras were paid 
by the patient, the average income 
would approximate the cost of fur- 
nishing the hospital care. Provision 
would be made so that the admit- 
ting or credit office could “temper 
the wind to the shorn lamb,” in 
order to. make adjustments on the 
established ‘rate dependent upon 
the ability of the patient to pay, 
and the ability of the hospital to 
subsidize the free care given the 
patient. For example: If the hospi- 
tal cost and billing were $12 a day 
and the patient could only pay $6, 
the hospital would still bill at $12 
a day, make an allowance of $6 and 
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collect the remaining $6 from the 
patient. 

Here are some advantages of 
charging ward patients at cost: 

THE WARD PATIENT is aware of 
not only the cost of the service he 
receives, but also the total value of 
the hospital’s courtesy allowance 
when he is charged less than the 
published rates and charges. 

CHARGING WARD rates at cost high- 
lights an important public relations 
objective. The actual cost of fur- 
nishing hospital care is defined 
clearly in the minds of patients and 
the public when the charge is pub- 
licized as the actual cost of render- 
ing the service. 

GOVERNMENT AGENCIES, which 
must assume much of the future fi- 
nancial responsibility for hospital 
care of many patients occupying 
ward beds, can be educated better 
as to the actual costs incurred by 
the voluntary hospital providing 
hospital care. 

A DEFINITE increase in hospital 
income is possible under this plan. 
The usual custom is for a patient 
to enter a hospital and to pay either 
a semiprivate or private rate, which 
at least approximates costs, or to 
pay a ward rate usually far below 
cost of the service. If the patient 
can pay more than the ward rate 
but is unable to afford the semi- 
private or private charges, the pres- 
ent system prevents him from pay- 
ing more than the established ward 
rate. Many patients are able and 
even willing to pay more, or closer 
to the actual cost, but are prevented 
from doing so by the low ward rate. 

By charging the patient at cost, 
the hospital loses no more in reduc- 
ing the charge to the amount the 
patient is capable of paying, than 
if the charge were several dollars a 
day lower and a correspondingly 
smaller adjustment would have to 
be made for the same patient. 

These points should also be con- 
sidered: 

MANY PATIENTS obviously are un- 
able to pay the full costs of ward 
care. A sound admitting and credit 
organization in the hospital is in a 
better position to collect the maxi- 
mum amount that the patient can 
pay and still lower the rate from the 
cost figure to one the patient can 
pay. It is just as easv to adjust from 
a cost rate of $12 a day to a $5 
charge as it is to adjust from an 





arbitrary ward rate of $9 to the ¥5/ 
figure. 

HospirtALs ARE hesitant these days 
to emphasize their high costs. ‘They 
feel the ward rate should be kept 
low to emphasize to the public that 
they are charitable institutions. 
There is also the feeling that ward 
costs are traditionally much lower 
than private or semiprivate, and 
that a high ward rate is indicative 
of poor management. 

It is generally admitted, however, 
that the majority of those hospitals 
having an accurate analysis of ward 
and semiprivate costs show ward 
costs as high as semiprivate if not 
higher. From a_ public relations 
point of view, hospitals should wel- 
come the opportunity of emphasiz- 
ing both the cost of their services 
and the amount of free service they 
are giving, as represented by the 
difference in the actual cost and 
the necessary rate adjustments to 
the patient’s ability to pay. 

THERE MAy be difficulty in deter- 
mining ward costs. This is a legiti- 
mate criticism, for many hospitals 
do not have a satisfactory system for 
determining ward costs. Fair ap- 
proximations can be obtained by 
the use of the old EMIC formula 
or the newer Government Reim- 
bursable Cost formula on the com- 
plete costs of the hospital, and a 
reasonable percentage reduction of 
this can serve as a dependable basis 
for ward charge at cost. 


CONCLUSION 

Ward rates in voluntary hospi- 
tals should be set at rates approxi- 
mating the cost of providing the 
service. Adjustments in individual 
cases can continue to be made 
whenever the financial situation of 
the patient indicates it, but such 
adjustments should also _ reflect 
clearly the financial contribution 
the hospital is making to the care 
of the patient. 

Setting the ward rate at cost en- 
ables the hospital to emphasize to 
the public and to all third party 
agents (Blue Cross, governmental 
agencies and the like) the actual 
cost of providing the service. It also 
enables the hospital to increase the 
income that is so desperately need- 
ed these days. In hospitals with a 
large percentage of ward patients, 
charging them at cost may prove 
the determining factor in remain- 
ing solvent. 
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OO FREQUENTLY, the doors of gen- 
5 lene hospitals have been barred 
against patients suffering with acute 
infantile paralysis. For more than 
25 years, however, general hospitals 
have been providing care for these 
patients in increasing numbers. The 
writer knows of no authentic in- 
stance of cross-infection to another 
patient, or to nurse or doctor due 
to this practice. The answer is that 
if properly handled, the acute 
poliomyelitis patient presents no 
greater danger in the hospital than 
patients that are admitted routinely 
for such conditions as pneumonia 
and typhoid fever, for instance. 
Proper handling of the patient 
suddenly stricken with poliomye- 
litis seldom involves any more com- 
plicated care and precautions than 
are practiced daily in general hos- 
pitals. The poliomyelitis patient 
needs to be handled under aseptic 
precautions during the febrile stage 
of his illness. This care requires dis- 
infection of excreta, nose secretions 
and sputum, and use of the usual 
masks, hand and gown techniques 
regularly carried out in good hos- 
pitals for every patient in the pedi- 
atric department, for instance, and 
for any patient who is “on precau- 
tions.”” Dishes are sterilized and so 
‘are bedpans, urinals and other pa- 
tient’s utensils. 


Fears Are Groundless 


Twenty-five years ago, perhaps, 
a patient requiring precautionary 
care of this sort might have seemed 
difficult to the hospital authorities. 
Nowadays, the teaching of these 
routines is provided in every good 
nursing school, and the hospital 
that cannot provide them is back- 
ward indeed. The purpose of this 
article is to emphasize to general 
hospitals that the past fears about 





"Dr. Munger is a member of the Hospital 
Care Committee of the National Founda- 
tion for Infantile Paralysis. 
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With proper precautions, poliomyelitis 1s 
probably the least difficult of contagious 


diseases to handle in the general hospital. 


WHY FEAR POLIO? 


CLAUDE W. MUNGER, M.D., FACHA 
DIRECTOR, ST. LUKE'S HOSPITAL, NEW YORK CITY 


admitting the acutely sick child or 
adult with infantile paralysis have 
been groundless almost to the point 
of superstition. 

While science still has a good 
deal to learn about the disease, pres- 
ent knowledge as to its danger to 
others in the hospital is complete, 
and it behooves all administrators 
to look at this problem realistically. 
The menace to other patients is 
slight. We ought to think also of 
the tragic situations that occur 
many times every year because the 
poliomyelitis sufferer is denied the 
advantages of proper scientific med- 
ical and hospital care. Hospitals 
should think of these things in rela- 
tion to their own duties to the com- 
munities they serve. 

Actually the infantile paralysis 
patient has been shown to be a 
greater menace as a source of in- 
fection of others before he is diag- 
nosed and hospitalized. Once recog- 
nized and properly isolated in a 
hospital, he becomes just another 
acutely ill person needing the many 
services that only a general hospital 
can provide. 

The Commission on Hospital 
Care, after its two-year study of the 
hospital needs of the nation, has 
boldly and definitely advocated that 
each community hospital provide 
facilities for the the care of com- 
municable disease in general. Of all 
communicable diseases, poliomye- 
litis is probably the least difficult 
to handle in the general hospital. 
The fact that this authoritative 
commission advocates admitting the 
more seriously contagious commu- 
nicable diseases argues with ex- 
tra strength that we should not 
shun the care of poliomyelitis pa- 
tients, or deny them prompt and 
thorough care in the earliest stages 
of their illness, since that is an 








especially crucial period in rela- 
tion to the prevention of the pa- 
ralyses and deformities that may 
follow. 

Permanent special units designed 
exclusively for this disease may be 
the proper procedure in exceptional 
instances. Generally, however, they 
can be had only at prohibitive ex- 
pense. The community that has a 
unit of this sort ready when an 
epidemic strikes it is fortunate in- 
deed. The hospital that has a con- 
tagious disease unit has no problem 
in handling these patients. 


Temporary Unit 


Where no special unit of this 
type is available, it is usually pos- 
sible for the hospital to assign a 
room or rooms with private toilet 
and lavatory to these patients. With 
the fairly simple aseptic technique 
described, they would not be a 
menace to others. 

Following the initial isolation 
period, these patients may be trans- 
ferred to another part of the hos- 
pital—the orthopedic ward, for in- 
stance. Some of these patients will 
require long care after their acute 
illness has subsided. Many general 
hospitals will be able to provide 
this care. Others may wish to trans- 
fer the patient to some other insti- 
tution better adapted to give the 
physical therapy and other proce- 
dures that are so important in after- 
care. 

Experience has shown, however, 
that many infantile paralysis pa- 
tients require only care in the 
acute stage and, having no residual 
paralysis, may be discharged to 
their homes immediately after the 
isolation period. It would be wrong 
to anticipate that every poliomye- 
litis patient will remain for a long 
period. Percentages will vary ac- 
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less than half of the acute admis- 
sions will require prolonged after- 
care in hospitals. 

There is great economic advan- 
tage in using the specialized facili- 
ties of general hospitals rather than 
establishing permanent units ex- 
clusively for the aftercare of polio- 
myelitis. It is an epidemic disease. 
While a community may suffer a 
severe epidemic one year and fill to 
capacity all available hospital space, 
there may follow periods of three, 
four or more years when little or 
no poliomyelitis will occur in the 
same community. 


Waste of Facilities 


Suppose, because of an epidemic 
experience, a hospital established a 
costly permanent unit for these pa- 
tients only to experience a non- 
epidemic period lasting for several 
years and leaving the specialized 
facilities idle. Such a_ situation 
would constitute an extreme waste 
of facilities that could hardly be 
countenanced under the present 
conditions of hospital shortages. 
The ideal procedure would be to 
plan and operate general hospitals 
in such a way as to use their facili- 
ties to the limit when and if a need 
arises. 

In a midwestern community con- 
fronted by a sudden epidemic, the 
hospital established a communi- 
cable disease unit in a ward for- 
merly used for other purposes and 
carried out rigid isolation tech- 
niques. After the acute stage, the 
patients were transferred to the 
orthopedic wards for convalescence 
and rehabilitation. There was no 
confusion and the hospital operated 
smoothly. The ward that had been 
emptied to accommodate the polio- 
myelitis patients was restored to its 
original use. The remainder of 
the hospital’s facilities, meanwhile, 
were still available to care for non- 
communicable cases. 

There are, of course, a number 
of problems confronting a general 
hospital that undertakes to care for 
infantile paralysis patients, but 
they are not insurmountable. Dur- 
ing the acute stage these patients 
may require hot packing for the 
relief of pain and relaxation of af- 
fected muscles. 


For those patients whose respira- 
tory movements are impaired, res- 
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cording to epidemics, but perhaps 


pirators may be required. Some 
general hospitals keep this type of 
equipment on hand. Many, espe- 
cially the smaller ones, do not. The 
purchase of this special and expen- 
sive equipment need not be a fi- 
nancial burden to the hospital, 
however, because local chapters of 
the National Foundation for In- 
fantile Paralysis will provide on 
request special equipment for any 
hospital caring for poliomyelitis 
patients. The respirators may be 
purchased by the local chapter for 


the hospital’s use, or they may be’ 


supplied on a loan basis from 
equipment pools that the founda- 
tion has established in three strate- 
gically located areas in the United 
States. Other hospital equipment, 
such as aspirators, will be supplied 
by the local chapter when the hos- 
pital’s own equipment is insufficient 
to meet the needs. 

Of course, most of the specialized 
equipment for the treatment of 
poliomyelitis is already available 
in certain hospitals in almost every 
area, having been purchased by hos- 
pitals, community groups, or by 
the local chapters of the National 
Foundation for Infantile Paralysis. 
When there is a mild incidence of 
the disease in a community, it is 


usually possible for the hospital to 


borrow needed equipment. 

Even during severe epidemics, 
hospitals should avoid, so far as 
possible, the purchase of this spe- 
cial equipment until the loan pos- 


sibilities have been exhausted. It 
would be unwise for either the com- 
munity or the hospital to spend 
large sums of money on special 
equipment that will not be used 
once the emergency has passed. 

Some hospitals have shunned the 
poliomyelitis patient because they 
believed that proper care required 
elaborate and costly physical ther- 
apy equipment. While a_ well- 
equipped physical therapy depart- 
ment is desirable for every general 
hospital, elaborate facilities are not 
necessary to care adequately for the 
infantile paralysis patient. Some 
equipment is needed, of course, but 
the basic requirement for physical 
therapy care of these patients is a 
good physical therapist. 

The shortage of professional per- 
sonnel has prevented some general 
hospitals from caring for these pa- 
tients. It is true that the care of 
poliomyelitis patients requires ad- 
ditional nursing personnel. Hospi- 
tals should know that if they can- 
not obtain the additional nurses 
needed, the local chapter of the Na- 
tional Foundation will aid in ob- 
taining the additional nurses. When 
required, the salaries of these nurses 
may be paid by the local chapter, 
although the nurses will always be 
under the authority of the hospital 
and considered as its employees. 
Local chapters of the American Red 
Cross also will attempt to find 
nurses for the hospital. If they can- 
not be recruited from nearby areas, 





IN THIS building otherwise used for x-ray therapy, hydrotherapy and general medicine, 
Evanston (Ill.) Hospital has reserved the top floor for contagious diseases for many years. 
Recently patients with scarlet fever, acute polio and meningitis were accommodated here. 
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the Red Cross chapter may ask its 
national office to recruit nurses from 
anywhere in the country. 

The local chapters of the national 
foundation will attempt to recruit 
sufficient physical therapists for the 
hospitals and, if necessary, pay their 
salaries while employed by the hos- 
pital. 

Certain problems have arisen in 
some places because of the differ- 
ences in salaries paid to the regular 
nursing staff and these emergency 
nurses. Disaster nursing has always 
been paid for at a higher rate. 
This is proper because the emer- 
gency nurses are on a temporary 
basis and must move into a new 
area for a brief period of time. Such 
nurses, of course, enjoy none of the 
benefits that go with regular em- 
ployment in a hospital—vacations, 
hospital care, sick leave, insurance, 
or other compensating features. 

The hospital administrator as 
well as his board and medical staff 
should not lightly refuse to accept 
the infantile paralysis patient dur- 
ing an emergency. General hospitals 
will be better prepared to meet such 
emergencies as they arise, if they 
will give preliminary thought and 
planning on how to proceed when 
confronted with this usually emer- 
gent, and always serious, commun- 
ity need. 


General Hospital Ideal 


Authorities on infantile paralysis 
believe the general hospital is an 
ideal place for such patients. It of- 
fers all of the various medical spe- 
cialities and hospital facilities nec- 
essary for the complete care of the 
patient. General hospitals should 
do their utmost to aid these pa- 
tients; in the meantime hospitals 
would do well to investigate the 
extensive resources offered by the 
national office and local chapters of 
the National Foundation for In- 
fantile Paralysis. The organization 
is anxious to put all its resources 
at hospitals’ disposal to aid in meet- 
ing this problem. 

Without doubt there are prob- 
lems in caring for the infantile 
paralysis patient, but they can best 
be met by cooperative thinking and 
action. These patients must not be 
denied the chance for as complete 
a recovery as possible. The writer 
believes they have a right to expect 
the general hospital to aid them. 
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COMMUNICABLE 


ONTAGIOUS DISEASES have been 
i. treated in Mercy Hospital- 
Street Memorial since its founda- 
tion (as the Vicksburg Sanitarium) 
in 1900. A consistent policy on this 
point has been in effect through 
the years; it stemmed from the feel- 
ing of responsibility that the hospi- 
tal felt toward the community, its 
patients and its referring doctors. 

It is well known that all conta- 
gious diseases do not require hos- 
pitalization for their proper care 
and some can be treated at home 
to advantage if complications do 
not arise. It is generally conceded, 
however, that contagious diseases 
requiring hospitalization are treat- 
ed best in a well-equipped general 
hospital because it has a full staff 
of physicians representing all 
branches in the practice of medi- 
cine. In addition to the medical 
care, the general hospital provides 
services that may be necessary. in 
complicated cases. 

As the medical centers of Missis- 
sippi are comparatively small, 
building a separate hospital for con- 
tagious cases or even a separate 
wing might not be economically 
feasible. Some other set-up then 
must be arranged if the hospital is 
willing to meet the need. A modifi- 
cation of an isolation unit has been 
our answer to the problem of ad- 
mitting patients with contagious 
diseases. 

In Mercy Hospital any private 
room with adjoining bath is a po- 
tential isolation unit. This room or 
a small ward with bath set -up as 
private, is used. If possible, we as- 
sign a room or ward removed from 
the main avenues of hospital traffic. 
In handling contagious cases the 
only requisite is to admit the pa- 
tient to one of these rooms and to 

From a paper given at the meeting of 
the Mississippi State Hospital Association, 
October 1944, and printed in Progressive 


Hospitals, official publication of the asso- 
ciation, December 1944. 
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carry out the isolation technique 
proper for the particular disease 
being treated. 

A graduate private duty nurse is 
engaged, or a student nurse is de- 
tailed for the care of that case. In 
the facilities of the adjoining bath 
all dishes, linens, and excreta can 
be cared for properly. The need 
for carrying out the technique is 
stressed continually in the nurses’ 
training program and in the super- 
vision of nursing care. Continual 
emphasis on the above points and 
good supervision has brought suc- 
cess. Our experience has demon- 
strated that the care of contagious 
cases can be managed without any 
harm to the patients or personnel. 


Without Cross-Infection 


From this connection with Mercy 
Hospital in June 1930, Guy Jarratt, 
M.D., the hospital’s pediatrician, 


thas reported these statistics. His 


report shows that 172 cases of con- 
tagious diseases were treated in the 
hospital from June 1930 to April 
1944. By April 1947 this number 
had been increased to 236, all 
handled without a single cross-in- 
fection or spread of the disease to 
others. The following types were 
treated: 

Poliomyelitis, acute anterior 31, 
mumps 15, scarlet fever 38, typhoid 
49, whooping cough 26, diphtheria 
27, meningococcus meningitis 14, 
measles 33 and chicken pox 3. 

The cases of measles and chicken 
pox included in the above listing 
were accompanied by complica- 
tions, otherwise hospitalization 


’ would not have been necessary. 


A community has a right to rely 
upon its hospital facilities for care 
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A general hospital built this unit to bring 


patients with contagious diseases together; 
in polio epidemics treatment is given here. 


in all health matters. Some general 
hospitals in the state do not admit 
contagious diseases and the patients 
have to travel a considerable dis- 
tance to one that does. In accepting 
contagious cases Mercy Hospital 
has been deeply conscious of its 
responsibility to the community. 
The staff feels a double responsi- 
bility to make the hospital facilities 
available so that those seeking ad- 
mission may not experience undue 
hardship. There is also the factor 
of early treatment to be considered 
that may spell the difference be- 
tween life and death to the sick 
person, in addition to giving re- 
lief of mind for the anxious rela- 
tives. Certainly the above benefits 








DISEASE WARD 


to the patient compensate the hos- 
pital for the extra expense and in- 
convenience that the care of con- 
tagious cases entails. 

Experience has shown that nurs- 
ing service for patients with non- 
communicable diseases is less costly 
than that which includes _tech- 
niques for isolation and the preven- 
tion of cross-infections where spe- 
cial nursing personnel must be 
employed or assigned to give ade- 
quate care. This care has not been 
considerably more expensive for us 
as there is flexibility in the use of a 
private room for one patient, or a 
small ward for several having the 
same disease. The latter arrange- 
ment has been used here occa- 


; 


SHOWN here is a scale model of the permanent ward built to care for children with polio 
and other communicable diseases. The facilities include a seven-bed isolation section. 
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sionally as when we had three 
Negro children from the same fam- 
ily with typhoid last summer. Even 
during the past years when the oc- 
cupancy rate was unusually high, 
the hospital managed to care for 
the contagious cases brought in, 
because priority (if there must be 
priority at times) is given to those 
most in need of hospitalization. 

If the community has confidence 
in a hospital, if the hospital has 
carried on an educational health 
program through its patients, stu- 
dent nurses, the press, and: in co- 
operation with the public health 
department, then even the much 
dreaded disease, infantile paralysis, 
can be treated in the general hospi- 
tal without any unfavorable public 
reaction. In fact, the reaction would 
probably be more favorable to good 
public relations than otherwise. 
Mercy Hospital had received and 
treated acute cases of poliomyelitis 
in former years. The establishment 
of a polio clinic in Jackson, how- 
ever, enabled the hospitals of the 
State to send any diagnosed cases 
there as long as facilities were ade- 
quate. 


Polio Nursing Course 


In the spring of 1945 two of our 
staff nurses were sent to Warm 
Springs through the courtesy of the 
local chapter of the National Foun- 
dation for Infantile Paralysis for a 
course in polio nursing. It was 
feared that the polio cases in the 
state might overtax the capacity of 
the Jackson Polio Clinic. However 
the Jackson clinic was able to care 
for the cases that year. In the spring 
of 1946 the state representative for 
the National Foundation, knowing 
that Mercy Hospital had the doc- 
tors and the necessary facilities 
(except space for beds and certain 
equipment used only for polio) con- 
tacted the hospital authorities to 
see if they were willing to help 
should polio reach an epidemic 
stage and the Jackson Clinic not 
have room to admit all the patients. 

The hospital was willing. but 
there was no space that could be 
spared for treatment of a large 
number of polio cases in an epidem- 
ic. It was finally agreed to set up 
an emergency unit for those out of 
isolation. This unit was arranged 
near the orthopedic department, 
and the orthopedic surgeon relin- 
quished a section of his space to 
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make the room. The Warren Coun- 
ty Chapter quickly provided the 
equipment for this unit. 

In a short time eight children just 
out of isolation were transferred 
from Jackson, to make room for 
acute cases that were beginning 
to come in there. When some of 
these first patients became well 
enough to be dismissed their places 
were taken by others. ‘The dismissed 
children returned at intervals for 
checkup in the outpatient ortho- 
pedic clinic. 

Two other hospitals in Vicks- 
burg and one in Jackson assigned 
space for convalescent children and 
the Jackson Polio Clinic was able 
to carry on. The American Red 
Cross recruited nurses until we 
were able to get a permanent staff 
who had training in the care of 
polio. The nurse aides were trained 
on the job. 

The National Foundation offered 
to underwrite an extension of space 
that would provide a permanent 
ward, adjunct facilities, and the 
equipment of both. This was 
planned in a wing that already 
had three small wards and was near 
the orthopedic outpatient clinic. 

The work on the children’s unit 
was begun in August 1946 and com- 
pleted in April this year. At first the 
restrictions on materials for build- 
ing purposes delayed us, later, re- 








moval of price controls increased 
the cost of everything. Scarcity of 
certain essential plumbing and elec- 
trical supplies also contributed to 
make the completion of this pro- 
ject expensive and difficult. On the 
other hand, the general public was 
aware of the great need for this 
building as the polio situation in 
Mississippi and other states was 
well known. Firms and individuals 
in the community and elsewhere 
strained every effort to keep ma- 
terials and equipment moving for 
the children’s unit with as little 
delay as possible. 

Joseph Savage, executive direc- 
tor of the National Foundation, 
said at the dedication of the chil- 
dren’s unit, ‘All this is a fine de- 
monstration of civic enterprise.” 


Increases Capacity 


The completed children’s unit 
has an isolation section with capac- 
ity for seven children, a room for 
respirator case, a ward for fifteen, 
bathrooms, hopper room for isola- 
tion and one for the ward, linen 
storage, alcove for refrigerator, a hot 
pack or treatment room, and a sun 
porch. It adjoins a corridor on 
which there are three small wards. 

In time of epidemic these rooms 
added to the facilities of the new 
unit would increase the capacity to 
about 40. By adding a minimum 





A FIFTEEN-BED ward is included in this new children's unit built in cooperation with the National Foundation for Infantile Paralysis. 


number to the present staff the 
unit could handle the nursing care 
without difficulty. 

In normal times the children of 
the unit may be augmented by pri- 
vate orthopedic patients or those 
admitted through the Crippled 
Children’s Bureau. Furthermore, 
any suspect case among the chil- 
dren can be admitted here to the 
isolation section instead of to a 
private room in another part of the 
hospital. If the ward is not filled 
to capacity the extra cribs or beds 
can be stored and space used for 
recreation or occupational therapy. 
If needed, the beds can be returned. 
In this way the space is fully used 
all the time. 

The progress we have seen in the 
convalescent polio cases or in the 
crippled children; the privilege of 
rendering a community service by 
public education; the greater op- 
portunities for student nurses to 
become familiar with polio nursing 
as well as ordinary communicable 
disease nursing; the good public 
relations engendered by the value 
of this service, and finally and most 
of all, the Divine blessing which 
we hope to receive through our 
work with the children, all compen- 
sate for the inconvenience, the trials 
and the labor attached to the care 
of contagious diseases in the hos- 
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ALTHOUGH officials expected about fifty diabetic patients and their relatives to attend the school, more than 300 came to each session. 


SCHOOL jor DIABETICS 


UNDREDS OF RESIDENTS of Erie, 
H Pennsylvania, and the terri- 


tory within a go-mile radius of 


Pennsylvania’s only port on the 
Great Lakes, today are bearing the 
burden of an admittedly incurable 
disease, knowing that they can still 
enjoy a happy old age and live lives 
that vary slightly from what is 
called normal. 

This situation exists for these 


‘ people—because great strides have 


been made in the care and treat- 
ment of diabetic patients through 
the 16-year-old diabetic clinic at 
Hamot Hospital in Erie, and more 
recently by conducting a school for 
diabetic patients and their relatives 
by members of the hospital’s medi- 
cal staff. 

Preparations were started by the 
doctors two months in advance. 
They hoped at that time that such 
classes would attract from 40 to 
50 diabetic patients, and in this 
manner would aid all diabetics who 
might hear of the project. 

Plans for the school for diabetics 
were announced in the newspapers 
of Erie and the nearby area, and in 
news broadcasts over radio stations 
in Erie and in adjacent cities. Mrs. 
Joan McDonald, chief of the hos- 





See Dietetics Administration, page 63, 
for a report on special dining services and 
diet instruction for outpatients provided 
at University Hospital, Ann Arbor, Mich., 
and Galesburg (Ill.) Cottage Hospital. 
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pital medical social service depart- 
ment, started organizing the school 
with the cooperation of Dr. George 
F. Stoney, a member of the medical 
staff, several months before the 
opening date. 

Mrs. McDonald first checked hos- 
pital records for all patients treated 
for diabetes in the past year, both as 
inpatients and as outpatients. No- 
tices about the proposed school 
were sent to all of these patients in 
addition to the diabetic patients of 
a number of the staft doctors, to 
the clergymen of all denominations, 
to principals of all public and pa- 
rochial schools, and to all health 
and welfare agencies in the city. 
More than 500 notices were mailed 
by Mrs. McDonald. 

Arrangements were made for 
holding the sessions each Wednes- 
day evening for five weeks in the 
auditorium of Hamot Hospital, 
where the Erie County Medical 
Society and other hospital-associat- 
ed groups hold regular meetings. 
The auditorium seats 121 persons. 

On the night of the first meeting, 
hospital officials and doctors were 
amazed when more than 100 per- 
sons had to be turned away because 





all seats and standing room space 
were filled before the scheduled 
opening time. Several persons faint- 
ed during the evening because the 
auditorium became uncontrollably 
warm from overcrowding. 

This response came during one 
of the worst winters in Erie’s his- 
tory, when driving conditions were 
bad, and cold weather and heavy 
snowstorms plagued nearly every 
civic activity of the community for 
a number of weeks. 

Some of those attending the dia- 
betic school came from as far away 
as Ashtabula, Ohio, on the west, 
Clymer and Jamestown, N. Y., on 
the east, and Warren and Sheffield, 
Pa., on the south. 

After the first night’s experience, 
the diabetic school was moved to 
the recreation room of the Hamot 
Hospital School of Nursing, across 
the street from the hospital, where 
300 persons can be seated. At each 
succeeding meeting this auditori- 
um, too, was filled beyond seating 
capacity, even though the final ses- 
sion had to be postponed for a 
week due to one of the winter's 
worst storms. 

Public reaction to the school 
proves its need, believes Dr. George 
F. Stoney, one of the strongest sup- 
porters of the school, who has been 
in charge of the diabetic clinic at 
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Hamot since it was started in 1931. 
“Not only the large crowds at- 
tending these school sessions, but 
the manner in which they received 
the instruction and the questions 
they asked about the treatment of 
diabetes, certainly prove to us that 
the school for diabetics at Hamot 
Hospital is a necessity for the peo- 
ple of Erie and the surrounding 
territory,” Dr. Stoney said. 

“We will certainly continue this 
plan annually, and possibly even 
semi-annually, if we can,” he said. 

The method in which Hamot’s 
school for diabetics was conducted 
was not complicated. Everything 
in connection with it was planned 
in such a manner that any diabetic 
or relative of a diabetic could grasp 
quickly the information it offered 
through lectures by the doctors, 
films, clinical displays of diets, and 
demonstrations of self-administra- 
tion of insulin and self-analysis of 
urine. 


Lectures Are Clear 


Six doctors and a dietitian ad- 
dressed the large audiences in a 
direct and intelligent manner so 
the information could hardly be 
misunderstood by any person. 

Question and answer periods fol- 
lowed each class. After the first 
few classes, a number of the pa- 
tients reported how much. their 
conditions had improved through 
following the instructions received 
thus far at the school. Ideas were 
traded during the question and an- 
swer sessions, and patients received 
a better idea of what others do 
toward controlling the disease. 

All phases of the diabetic prob- 
lem were discussed by the doctors 
during the course of the school. The 
lecture schedule for the five meet- 
ings was as follows: 

First—Address of welcome by Mr. 
Rosenberger; “A Few Remarks 
About Diabetes,” by George F. 
Stoney, M.D.; “The Etiology and 
Symptoms of Diabetes,” by Stephen 
R. Keister, M.D.; “The Diagnosis 
of Diabetes,” by Edward E. Kemble, 
M.D.; film. 

Seconp—““The Chemistry a Dia- 
betic Should Know,” by E. L. Arm- 
strong, M.D., pathologist; “The 
Treatment of Diabetes—1. Diet,” by 
Theresa Walsh, dietitian; repeat of 
film shown at opening class. 

Tuirp—“The Treatment of Dia- 
(continued from second 


betes 
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class)—2. Food Values and Substi- 
tutions,” by Mrs. Bess McMurray, 
chief dietitian; “3. Insulin,” by 
George F. Stoney, M.D.; “4. Insulin 
Reactions,” by Hugh L. Allen, 
M.D.; film. 

FourtH—“‘Hygiene for the Dia- 
betic,” by Kenneth Trieber, M.D.; 
“Complications of Diabetes and 
their Treatment—1. Acidosis and 
Diabetic Coma,” by Dr. Kemble; “2. 
Diabetic Gangrene and 3. Cardio- 
vascular and Other Complications,” 
both by Dr. Allen. 

FirrH—‘‘Diabetes in Childhood,” 
by Dr. Stoney; “Diabetes in Preg- 
nancy,” by Ruth Reuting, M.D.; 
“Diabetes in Surgery,” by Dr. Allen; 
“Prevention of Diabetes,” by Dr. 
Trieber, and concluding remarks 
by Mr. Rosenberger. 

No one associated with the school 
could say one part of the discus- 
sion was received with more inter- 
est than any other part. Both the 
patients and their relatives were 
perfect and apt students; they real- 
ized, probably, that every aspect of 
the school, and every problem 
and case discussed, could apply to 
their cases. 

Husbands and wives attended to- 
gether when one of the couple was 
afflicted with diabetes; parents 


brought their children. Diabetic 
patients at the school ranged in 
age from eight to 65 years. Atten- 
tive relatives, who aid these pa- 
tients in the home treatment of 
their disease, realized quickly that 
their chores would be lighter as a 
result of the instruction in proper 
diets and home treatments that 
would keep diabetes under control. 

All types of questions concern- 
ing food, insulin and urine analysis 
were asked the doctors during the 
question and answer period, and 
they made sure that all aspects of 
the question were. answered before 
considering a different one. In some 
cases, the answers to questions 
came from patients who had al- 
ready met and solved similar prob- 
lems. 

Even the use of alcohol was con- 
sidered during one of the question 
periods, and the usual answer was 
given: Small amounts of alcoholic 
beverages are not prohibited when 
proper allowances are made in the 
diet to balance the food value of 
the alcohol. 

Hundreds of other questions, all 
of them dealing with problems 
that the patients or their relatives 
were meeting daily, were asked the 
doctors; everyone at the school 





INTERESTED and attentive, these students watch a nurse demonstrate self-analysis of urine. 
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benefited by the answers to the 
other’s questions. 

Following each session, diet ex- 
hibits and laboratory demonstra- 
tions were shown in an adjoining 
room, and were inspected by those 
attending the school. Food was dis- 
played by local food stores that 
specialize in diabetic foods. 

Demonstrations were given free- 
ly along with the lectures, with 
nurses, doctors and patients partici- 
pating. One of the highlights of the 
closing session was a demonstration 
of self-administration of insulin by 
an eight-year-old boy and a 13-year- 
old girl. 

Two films were shown during 
the course of the school. One in 
color, was provided by the Diabetic 
Commission of the Medical Society 
of Pennsylvania, Harrisburg. The 
other film had been produced at 
New England Deaconness Hospital, 
Boston, under the direction of EI- 
liott P. Joslin, M.D., medical di- 
rector, with the help of a life in- 
surance company. 

The exhibits included diabetic 
supplies and drugs, food charts, and 
directions for Benedict’s and other 
tests. The latest books on the treat- 
ment of diabetes were displayed and 
sold at cost. 
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AT THE last session this eight-year-old boy demonstrated self-administration of insulin. 


The school for diabetics and 
their relatives climaxed 16 years 
of work on the part of Dr. Stoney 
and the other doctors of the hos- 
pital’s staff in the diabetic clinic. 
This clinic, one of the most im- 
portant of the hospital’s outpatient 
activities, has more than 100 active 
patients, and is held each Tuesday 
morning at the hospital. 

New patients at the clinic are ex- 
amined and treated once a week. 
Patients who have been properly 
regulated visit the clinic once a 
month. Minimum fees for labora- 
tory service and _ supplies are 
charged those who can afford to 
pay, while those who cannot afford 
to pay get them free as part of the 
service offered by Hamot Hospital 
and its staff. 

The medical social service de- 
partment of the hospital and the 
Junior League of Erie, supply staff 
assistants in the clinic with volun- 
teer aides. Diet instruction is giv- 
en by the hospital staff dietitian for 
all cases as indicated by the physi- 
cian. Follow-up work with patients, 
such as investigating conditions in 
the homes and instructing relatives 
in home treatment, is also made by 
the medical social service depart- 
ment. In some cases visits are made 








by dietitians to school and indus- 
trial cafeterias to make sure the 
menus permit diabetic patients to 
select the proper foods for a well- 
balanced diet. 

With Hamot Hospital beginning 
a building program that will in- 
crease its capacity from 330 to 565 
beds, plans also are being made to 
increase the capacity and the serv- 
ices offered to patients of the dia- 
betic clinic. Plans are already be- 
ing made to add a chiropodist to 
the clinic staff to insure proper 
care of the feet of diabetic patients, 
and to assign an additional student 
nurse to all sessions of the clinic. 


Complete Examinations 


Complete physical examinations 
are now given all patients at the 
clinic. Routine chest x-ray service 
will be added when the clinic is ex- 
panded. An interesting fact in con- 
nection with the physical examina- 
tions, according to the doctors serv- 
ing in the clinic, is that about 50 
per cent of those examined have 
ailments such as heart conditions 
and cancer, in addition to diabetes. 

Erie is becoming more and more 
conscious of the possibilities exist- 
ing in such a project as the diabetic 
clinic and school at Hamot Hospi- 
tal, and of the need for a hospital 
to take the lead in this type of pub- 
lic health education service. 

“The success of our clinic, and 
the great response to the first school 
for diabetics certainly proves that 
both are needed,” according to Dr. 
Stoney. 

“While both doctors and patients 
agree and accept the fact that dia- 
betes is incurable, they all know 
now that the diabetic can lead a 
normal life when he is given proper 
instructions and takes advantage of 
the treatment methods advanced by 
the doctors. 

“Diabetic patients, too, are usu- 
ally good patients, and are ready 
and willing to cooperate with us 
in anything that will aid them in 
controlling their disease. 

“We are mighty pleased with the 
reaction to Hamot Hospital’s school 
for diabetics by patients and their 


* relatives, and believe that there is 


sufficient justification to warrant 
presentation of similar programs 
periodically as a contribution of 
the medical staff and of the hospital 
to the public.” 
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This Much Is Known About 





EARLY AMBULATION 


Y EARLY AMBULATION we mean 
B exercising the patient beyond 
what is customary in convalescence 
following an operation or other ill- 
ness. We must accept such an 
unsatisfactory definition without 
choice because of the word early. 
This obviously implies that in the 
past patients have been exercised 
or allowed to exercise at some time, 
but only after a period of inactivity. 

Early ambulation then implies 
activity on the part of the patient 
before the time that customarily 
has been allowed for such activity. 
Ambulation does not necessarily 
mean the use of a complicated ap- 
paratus. It simply means activity. 
This activity may be given in bed 
or out of bed. It may be very pas- 
sive activity such as sitting upright 
in bed or in a chair. At the other 
extreme, it may be a run on the 
treadmill or up stairs. To the lay- 
man, however, it means getting the 
patient out of bed earlier. Certainly 
this is an oversimplification. 

By early ambulation we mean 
activity on the day of surgery or on 
the first post-operative day. 

Early ambulation is not a new 
concept. But like other points of 
departure in thinking or attitudes, 
it was not accepted at first. Only 
recently has it had wide applica- 
tion. In 1899, Emil Ries?° of Chi- 
cago published a paper in the 
Journal of the American Medical 
Association in which he reported 
excellent results in a series of cases. 
He compelled all of these patients 
to walk on the first to the third day 
after surgery. As so often happens 
with new attitudes, his work be- 

From a paper presented at the Tri-State 
Hospital Assembly, Chicago, May 5-7, by 
Dr. Calloway, assistant professor of medi- 
cine, University of Illinois Research and 
Educational Hospitals. The material in this 
paper is from the departments of internal 
medicine and surgery, University of IIli- 
nois. Part of the work was done under a 
contract with the Office of Scientific Re- 
search and Development and the univer- 


sity. Detailed experimental results are be- 
ing published elsewhere. 
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came buried in the moss of tradi- 
tion and custom and was forgotten. 

In 1907 and 1908 new attempts 
were made to revive an interest in 
early post-operative activity, but the 
idea took root only in Europe and 
South America.'* Only in the past 
ten years has there been any serious 
investigation along these lines in 
the United States. 

Two facts make this delay in al- 
tered attitudes stick out in retr6- 
spect like a sore thumb: The first 
is the fact that animals, post-opera- 
tively, are never quiet; the second is 
that children climb up the side of 
the bed as soon as the anesthesia 
wears off. Yet in both groups the 
number of complications are fewer 
than average. 

It was only in the sedate adult hu- 
man group that knew better than 
to get up and walk around that we 
saw the preponderance of complica- 
tions and long, weary convales- 
cences. This applied particularly to 
the aged (individuals in the sixth 
and later decades of life). In view of 
these observations, for which there 
were many explanations that were 
only partially right, it is odd that 
someone did not earlier make con- 
trolled studies of the role of activ- 
ity on convalescence. 

It is not surprising that when the 
idea of ambulation finally made its 
way into the practice of medicine, 
there was a lack of appreciation of 
exercise as a physiological stimu- 
lant. The attitude at first was that 





activity was something that the pa- 
tient was allowed to do. It was 
tolerated by many medical men but 
it was not thought of as a therapeu- 
tic device. 

We may then divide the studies 
on early ambulation into three 
periods: (1) the period of passive 
acceptance by the medical profes- 
sion, (2) the period of comprehen- 
sive observation of its effect on the 
patient, and (3) the period of in- 
tensive well-controlled study of ex- 
ercise as a physiologic stimulant 
whose metabolic ramifications have 
thus far defied definition. 


It is our intention to confine 
most of our remarks to the last 
phase and to show how this relates 
to the problems of the patient, the 
hospital and the occupational ther- 
apist. 

The first period came to an end 
with a group of studies that were 
well outlined by Leithauser!* about 
1937. The second period was the 
period of comprehensive observa- 
tion of the patient. In the first pe- 
riod it had been found that there 
was no higher mortality in the 
ambulated patients and there was 
no increase in morbidity or break- 
down of wounds. The science of 
medicine had progressed to the 
point where infections were not 
feared as they were in 1900, and 
anatomical and physiological prin- 
ciples of repair were well known. 

By several well-controlled stud- 
ies'* in this second period it had 
been shown beyond a doubt that 
two of the most feared post-opera- 
tive complications were actually 
decreased. These were: First, ven- 
ous thrombosis and its sequelae of 
clots becoming dislodged and often 
causing death; second, respiratory 
complications often terminating in 
fatal pneumonias. These two com- 
plications were actually decreased. 
As a surprise to the doubting pa- 


HOSPITALS 
























tients, they felt better than the 
other patients. It was found that 
these patients seemed to get along 
better in most respects than bed- 
ridden patients. 

A mass of data was gathered rap- 
idly in which it was shown that the 
concept of increased early activity 
could be extended to gynecologic 
patients!!.15.16.13 obstetrical patients 
16,25 massive abdominal surgery 
such as gastrectomies!*?;*? and un- 
der controlled conditions to some 
medical disorders'’:'*. 

It was from this second period 
that new concepts of convalescence 
were derived. Many studies done in 
this period showed that it was not 
a simple matter of getting the pa- 
tient out of bed and saying to him, 
“Now walk.” It was found that 
there were many complex processes 
readjusting themselves in the pa- 
tient. It was found that certain in- 
dividual organs bore the brunt of 
onslaught in disease or trauma and 
that repair, which previously had 
been regarded as a simple process, 
was a complicated, circuitous, multi- 
faceted, metabolic puzzle to the 
close observer. This period came to 
an end about 1945. 


New Drugs Help 

The third period has been blessed 
by having important incidental dis- 
coveries as a backdrop, and by hav- 
ing a detailed breakdown of con- 
tributing factors in the second 
period. The important incidental 
discoveries were the sulfa drugs, 
penicillin, streptomycin and im- 
proved operative and medical tech- 
niques. Thus it is possible to prac- 
tically ignore the old bogeys of 
infection, breakdown of wounds, 
and fatal maladjustment of fluid 
balance. 

The detailed studies pointed to 
four contributing factors to pro- 
longed convalescence: One was sur- 
gery itself; one was the anesthetic 
reagent; another was the customary 
period of post-operative starvation, 
and the final damaging factor was 
the bed rest itself. Earlier studies 
did not differentiate these factors. 

Several studies*'*° had shown 
that some -organs (especially the 
liver) were damaged particularly by 
anesthesia and surgery. Other stud- 
ies®'8 had shown that some organs 
(notably the kidneys) were not 
seriously damaged and were back 
to normal in a short period. Studies 
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on bed rest!3:!*7 showed that bed 
rest alone, without any other events, 
caused a variety of untoward reac- 
tions in a patient. 

It was found that the normal per- 
son placed at bed rest went into a 
negative nitrogen balance; his reac- 
tion time decreased; coordination 
decreased (especially propriocep- 
tive reflexes); blood volume de- 
creased 10 to 20 per cent; heart size 
decreased; calcium balance became 
negative, and there was an _ in- 
creased loss of certain vitamins 
from the body. ‘These results oc- 
curred on the patient who was fed 
a balanced diet (adequate when he 
was ambulatory) and whose only 
treatment was bed rest. ‘There was 
evidence that besides being of no 
benefit, bed rest was also actually 
damaging. It was found that the 
patient acquired tremors of the 
muscles if left in bed?* and that the 
period of time required for a muscle 
to return to its resting condition 
after exercise was lengthened, fol- 
lowing an operative procedure.** 

In the fall of 1944 the authors 
undertook to evaluate methods of 
shortening convalescence. The Of- 
fice of Scientific Research and De- 
velopment made a grant for this 
purpose. We felt that the patient 
might be divided into functional 


CONDITIONING exercises should be done under the direction of the occupational therapist. 


parts: The psychomotor factors, the 
cardiovascular system and the meta- 
bolic factors. 

Many problems were encoun- 
tered. Even though we had a spe- 
cial ward with air-conditioned 
rooms and a relatively large staff, 
we found it difficult to keep the 
patients under quantitatively con- 
trolled conditions. We gradually 
developed means of controlling the 
patients. It required approximately 
18 persons to care for 10 patients. 
An entire separate metabolic lab- 
oratory was set up. Everything the 
patient ate was analyzed. Our big 
objective was control so precise that 
we could get quantitative scores on 
patients in all studies. 


Adaptability Factor 


One of the largest problems has 
been the adaptability of the human. 
That factor causes differences in 
test performances from one time to 
another. ‘The ordinary person is so 
adaptable that he requires a large 
damage cr an exhausting test to 
prevent him from adapting to the 
test. 

Another major difficulty has been 
motivation. It is difficult to make a 
patient want to do tests at all times 
with equal zest. On more than one 
occasion we have seen patients pro- 
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test that some simple exercise was 
too strenuous, yet 20 minutes later 
pick up two suitcases and walk out 
of the hospital when told that they 
could go home. 

Without describing the details of 
the tests and their results the sig- 
nificance of the findings are re- 
ported: 

It was found that convalescence 
could be divided into two definite 
parts. One was the stage of acute 
disruption of various functions that 
followed immediately after the 
completion of the procedures. This 
usually corrected itself rapidly so 
that the patient was able to “get 
around” by the sixth post-operative 
day. This was possible if the proce- 
dure was not similar to herniorrha- 
phy. If it were a heavier operative 
load, such as gastrectomy or chole- 
cystectomy, the period of recovery 
was prolonged. 

The psychomotor functions such 
as memory, manipulative skill, cor- 
tico-retinal activity and muscle 
strength returned to normal in one 
or two days. The cardiovascular 
responses were slow in returning to 
normal. This required six to ten 
days depending on the operation 
and the anesthetic. 


Liver Damage 


beneficial. Using a program of cal- 
isthenics, walking and modified 
weight lifting before and after sur- 
gical procedure was done, it was 
found that ambulation specifically 
benefited the patient. 

In addition to the subjective ef- 
fect of making the patient more 
comfortable and making him feel 
better generally, the patient under- 
went other changes: The amount 
of nitrogen loss was reduced; the 
patient lost less weight; the cardio- 
vascular response was better, and 
the patient required less nursing 
care. 

Measurable Benefits 


The exercise did not replace a 
good balanced diet or good nurs- 
ing care, of course, but it certainly 
benefited the patient in measurable 
ways. With the hospitals of today 
overcrowded, and with hospital bed 
space at a premium, anything that 
shortens convalescence is valuable 
as a general aid in therapy. Thus 
ambulation promises to have im- 
portant economic as well as thera- 
peutic value. Ambulation makes 
possible the more rapid turnover 
of hospital beds by shortening the 
appendectomy stay from two weeks 
to a few days, the herniorrhaphy 
“from two or three weeks to one 


The metabolic functions ome week. The patient requires less 
measurably damaged. In some cases / care, is able to-caré for himself 


these changes were slow in appear- / 


ing and slow in disappearing (e.g., 
protein changes). Liver damage ap- 
peared within an hour after the 
operation and disappeared within 
six days for light surgery, such as 
hernia repair. For heavy operations, 
such as removal of the gall bladder, 
liver damage persisted somewhat 
longer and the changes were more 
intense. The two tests used for 
liver damage were bromsulfalein 


retention?® and urobilinogen ex- | 


cretion.** 
Many other tests were used, some 


of which were inconclusive such as | 


prothrombin time.'® Some factors 
of metabolism such as 17-ketoste- 
roids,?! bilirubin in serum,* and cre- 
atine and creatinine’ were without 
significant changes. Nitrogen bal- 
ance became negative after surgery, 
and persisted until the patient took 
his full diet again. Sometimes it 
persisted even longer. 

What influence did ambulation 
have on these disturbances? Briefly, 
ambulation was found to be quite 


50 





sooner, and is on his way back to 


i work earlier. 


The ultimate objective is to get 
the patient back to work and back 
to his social and economic position 
as soon as possible. The mere dis- 
charge of the patient from the hos- 
pital does not do this. 

This brings us to the fourth—as 
yet the completely unexplored— 
phase of ambulation in convales- 
cence. The problem is: What can 
be done to shorten the post-hospital 
invalidism of the patient? 

We know nothing of this period 
at the present time except that it 
is often prolonged. It has definite 
psychiatric aspects,® and it is prob- 
ably present even in mild transient 
infections such as a common cold.'° 

For the occupational therapist 
the future of ambulation is bright. 
Our group is attempting ‘only to 
study a few fundamental character- 
istics and principles of exercise as 
a therapeutic device and as a physi- 
ologic stimulant. It remains for the 
occupational therapist to take this 





material and devise means of exer- 
cising the patient in likable, pleas- 
ant ways so the factors of motiva- 
tion will be equaled or removed. 
Relaxing, entertaining exercises 
might be originated instead of the 
monotonous things we have used. 
Certainly everyone in small or large 
hospitals can participate in this 
since walking, climbing steps or 
simple in-bed or out-of-bed exer- 
cises answer the purpose. 

It is possible to envision a time 
when the civilian patient will re- 
ceive care in the hospital and after 
leaving the hospital from a group 
of people whose function will be to 
return the patients to functional 
maximum with the greatest pos- 
sible speed. Many steps already 
have been taken in this direction. 
Already the term orthogasia'? has 
been given to this field. It means 
conditioning for normal function. 
Thus we see that a common, inex- 
pensive, easily attained therapeu- 
tive device—exercise—definitely has 
taken its place in modern treat- 
ment: 
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RECRUITMENT 


Half-Way Mark 


CHOOLS OF NURSING responding to 
S an American Hospital Associa- 
tion survey reported, as of the first 
of June, that nearly one-half of the 
students they need for fall classes 
had been enrolled or had applied 
for enrollment. The survey was con- 
ducted mid-way in the 1947 Stu- 
dent Nurse Recruitment Program 
and will be followed up by another 
survey in July after June’s usually 
large registrations are completed. 


According to the survey, 754 nurs- 
ing schools (a little more than half 
of the number in the country) have 
accepted 8,210 students for Septem- 
ber classes: and have applications 
from another 2,662 students pend- 
ing. Their goal for the fall classes 
is 25,811 students. These schools al- 
so have accepted 403 students for 
their June and July classes. 


From these figures it appears that 
among schools replying to the sur- 
vey questions, nearly half of the 
desired total of new students had 
been obtained before June, tradi- 
tionally the month of highest regis- 
tration when records of recent high 
school graduates are completed. 


Another survey will be conducted 
in July when it will be possible to 
estimate more accurately what Sep- 
tember enrollment figures will be. 
Although they had many appli- 
cants, several schools indicated they 
had accepted no students because 
they prefer to wait until high school 
grades are available. 


Schools in some states, includ- 
ing Mississippi, Connecticut and 
Rhode Island, have considerably 
more than half of the number of 
students they are seeking. In other 
states, including some of the south- 
ern and far western states, students 
accepted before June 1 were as few 
as one-sixth of the desired number. 





Sketches used to illustrate this article 
are the work of Elna Lahti, R.N., instructor 
in the School of Nursing, Michael Reese 
Hospital, Chicago. é 
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For 724 Schools 


New England and the Middle 
Atlantic states, in general, were hav- 
ing the least difficulty in meeting 
their quotas, while schools of nurs- 
ing in the Mountain states, South 
Atlantic and Central states had only 
one-sixth to one-quarter of the de- 
sired enrollments. 

The climax of recruitment efforts, 
both nationally and locally, will be 
reached in July as final efforts are 
made to enroll 45,000 student nurses 
in the nation’s schools of nursing 
this year. Thousands of car cards, 
posters and billboards to be dis- 
tributed nationally by the Adver- 
tising Council, and another week of 
national network “spot announce- 
ments” on nursing and its oppor- 
tunities—to be arranged under the 
council’s network allocation system 
—will serve as a backdrop for local 
recruitment activities. 

The council, representing the na- 
tion’s advertisers, will arrange for 
display of 45,000 posters in retail 
store windows, such as drug stores 
and department stores. Other post- 
ers have been made available to 
local recruitment groups for display 
in high schools, nursing schools, hos- 
pitals, post offices and other public 
places. 

All of the posters, car cards and 
billboard posters carry a line ad- 
vising girls interested in nursing 
to consult their local hospitals for 
more information on education and 
requirements for entering schools 
of nursing. 

National radio network  an- 
nouncements about nursing and 
nursing education scheduled for 
July will add to the total of 680,- 
475,000 “listener impressions” of 
student nurse recruitment an- 
nouncements recorded up to the be- 
ginning of June. A listener impres- 
sion is defined as one message heard 
once by one listener. The total fig- 
ure represents only “impressions” 
of announcements carried under the 






















































































































































































































































Advertising Council’s network allo- 
cation program up to June 1. An- 
other week of nursing messages was 
obtained in June, and the final week 
will begin July 28. 

For the week of May 5 to 11, a 
total of 105,030,000 listener impres- 
sions was estimated for student 
nurse recruitment me$sages. 

These figures do not include the 
many network announcements car- 
ried in addition to the allocation 
plan, and the thousands of an- 
nouncements and programs on stu- 
dent nurse recruitment carried by 
local stations as a public service, or 
as a sponsored part of the local re- 
cruitment programs. Suggestions for 
local announcements and programs 
have been sent to schools of nursing 
and other recruitment groups by 
the 1947 Student Nurse Recruit- 
ment Committee. 

An illustrated booklet on nursing, 
“Nursing Is a Great Profession,” has 
been made available to state and 
local student nurse recruitment 
groups by the Nursing Information 
Bureau, 1790 Broadway, New York 
City, with the cooperation of the 
American Hospital Association. 
The booklet describes nursing edu- 
cation and outlines the varied types 
of work open to graduate nurses. It 
can be used by any nursing school 
or recruitment group. 

“Nursing Is a Great Profession” 
is being distributed to prospective 
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students visiting the hospital or 
school of nursing, and is being used 
as part of an exhibit on nursing in 
high schools and public libraries. 
The booklet also is being used as a 
mailing piece by schools of nursing 
to accompany letters answering in- 
quiries. It is also used as a separate 
mailing piece to girls known to be 
interested in nursing education. 


Organizations Cooperate 


In addition to these recruitment 
measures sponsored nationally by 
the 1947 Student Nurse Recruit- 
ment Committee, several national 
organizations not connected with 
hospitals or schools of nursing are 
assisting in bringing information 
on nursing to the attention of young 
women. The Florists’ Telegraph De- 
livery International, representing 
7,000 florists in all parts of the coun- 
try, is one of the most active. 

The florists’ organization is spon- 
soring a full page advertisement on 
the advantages and opportunities 
offered by nursing education and 
nursing as a profession in the July 5 
issue of the Saturday Evening Post. 
The advertisement, like the adver- 
tisements prepared from mats sup- 
plied by the Advertising Council, 
advises young women to seek fur- 
ther information on 
their local hospitals. 


nursing at 


In the June issue of its publica- 
tion, Mercury Flash, the florists’ or- 


ah ning is aaleinge / 6 


SPACE FOR THIS CARD DONATED BY THE 
TRANSPORTATION ADVERTISING INDUSTRY 





ganization urged its members to 
assist in local student nurse recruit- 
ment campaigns by (1) arranging 
special window displays; (2) spon- 
soring newspaper advertisements 
and radio announcements on nurs- 
ing, and (3) providing scholarships 
for student nurses at local schools 
of nursing in cooperation with re- 
cruitment officials. The florists were 
referred to their local hospital su- 
perintendents for suggestions about 
specific contributions they could 
make toward local recruitment. 

Other organizations, such as the 
American Federation of Soroptimist 
Clubs, the American Farm Bureau 
Federation, 4-H Clubs, Rotary In- 
ternational and Kiwanis Interna- 
tional; have carried articles on 
nurse recruitment in their organ- 
ization publications advising mem- 
bers of ways in which they can be 
of assistance in the nurse recruit- 
ment program. 

Some of these organizations, as 
well as business firms, are sponsor- 
ing newspaper advertisements on 
nursing based on mats available 
through the Advertising Council. 

The various parts of the national 
program are being incorporated by 
local hospitals, schools of nursing 
and others interested in student 
nurse recruitment, into programs 
designed to bring nursing as a pro- 
fession before the attention of all 
of the young women in their com- 
munities. 
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THIS CAR CARD and other posters had nationwide distribution during July and tell applicants to contact their nursing school of choice. 







HOSPITALS 





























OR SIX MONTHS Montefiore Hos- 
F pital in New York City has op- 
erated a pilot program for the care 
of selected patients in their homes, 
Its early experience demonstrates a 
two-fold economy: (1) about 35 
hospital beds are being released for 
other patients urgently in need of 
care in the hospital; (2) home care 
patients get the equivalent of hos- 
pital care at about one-third the 
cost. 

Home care is not a new idea. 
Placing the care of the paient in the 
home under the guidance of the 
hospital is. At Montefiore Hospital 
Dr. E. M. Bluestone, director, and 
Dr. Martin Cherkasky, home care 
executive, thought that many pa- 
tients now in hospitals would be 
better off if they could get hospital 
care in their own homes. ‘They 
thought that in the same motion 
hospitals could expand and im- 
prove their service to the commu- 
nity. Both ideas are gaining support 
in this initial experiment. Patients 
favor the idea too. 


Restrict Use of Facilities 


Dr. Bluestone argues that hospi- 
tal beds often are assigned indis- 
criminately without regard to ac- 
‘ual needs or to other possibilities 
of medical care in the community. 
He would restrict the use of hospi- 
tal facilities to those who require 
intensive scientific care. He defines 
it in this way: A patient should be 
transferred from his home to the 
hospital only when highly skilled 
and comprehensive care cannot be 
given in the home. That would 
eliminate hospitalization for such 
reasons as the patient’s poverty or 
the physician’s convenience. 

In its experimental program a 
basic pattern has been developed. 
Details will vary in other localities. 

The chief of the service decides 
if the patient needs active medical 
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FOR HOME CARE 





Montefiore Fospital Plan 


Ts Lesson in New Econom ry 


and nursing care and whether this 
can be given in the home where 
special hospital facilities are not 
available. Applicants must undergo 
a thorough preliminary study in 
the wards of the hospital or in its 
outpatient department. This is an 
essential requirement in the Monte- 
fiore plan. It is estimated that ap- 
proximately go per cent of all long 
term patients are prospects for 
home care. 

If the patient qualifies medically 
for home care an equally important 
step follows: Someone must inspect 
the home to see if it provides a suit- 
able environment for home care. 
The home care executive working 
in cooperation with the hospital’s 
social service department decides 
this. 

The home must provide the basic 
physical requirements of proper 
heating, electricity, ample space for 
patient privacy. The hospital fur- 
nishes all the medical and clinical 
equipment and supplies: Syringes, 
bed pans, medicines, dressings and 
even a hospital bed if necessary. 
These items are necessary because 
home care patient routine is iden- 
tical to ward care in the hospital. 
In Montefiore’s short experience 
only one home failed to meet the 
physical standards. 

Family attitudes and emotions 
likewise are important. Few fam- 
ilies refuse or are not capable of 
taking care of a patient. Occasion- 
ally, says Dr. Cherkasky, they do 
need some reassurance, however. 
The patient must benefit by the 
home environment for that is the 
principle on which the home care 
plan is founded. 

The home care department also 
checks the family’s economic re- 
sources. Wealth has nothing to do 
with the principle of home care, 
but Montefiore is limiting its pilot 
program at present to those who 





can’t afford to pay. If they have 
enough money they are referred to 
their own physician. 

Perhaps the family can pay the 
doctor but doesn’t have enough to 
pay for a hospital bill. Then Monte- 
fiore will provide the hospital serv- 
ice, providing the doctor will co- 
operate so that the hospital can 
follow up the case. 

When the home care department 
accepts the patient, a referral is 
sent to the Visiting Nurse Service 
of New York. In the Montefiore 
plan staff nurses are not assigned to 
home care work. Under terms of 
a contract with the Visiting Nurse 
Service the hospital pays the cost 
of all nurse visits. Within the first 
24 hours the home care physician 
visits the patient and from that 
time on is on call at any time. 


For Long Term Patients 


Dr. Bluestone recommends the 
home care plan for all patients who 
can benefit by it and for long term 
patients in particular, especially 
when care and prevention programs 
can be combined into one service. 
An ‘example is a_ patient with 
chronic heart disease. Likewise a 
cancer patient often is acceptable. 
In the Montefiore plan about 80 
per cent of the patients selected 
have cancer. This ratio, at present, 
is related to the source of special 
funds. Once surgery and intense 
therapy have been completed, the 
patients often may be satisfactorily 
removed from the hospital. 

Home care service should be as 
complete as it would be in the hos- 
pital’s regular ward routine. It 
should do even more by relieving 
the burden of illness on the pa- 
tient and his family as much as 
possible. 

Qualified staff physicians and 
specialists should visit the patient 
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VISITING Nurse Service provides adequate working reserve of nurses in Montefiore plan. 


as often as may be required. The 
Montefiore plan calls for two full- 
time doctors for 35 patients. This 
permits one of the doctors to de- 
vote about half of his time to ad- 
ministrative details. It also allows 
both doctors ample time for staff 
duties in the hospital, particularly 
for the care of those patients who 
eventually may be transferred to 
their homes. Thus the hospital staff 
is identical with the home care staff. 
This, says Dr. Bluestone, is a funda- 
mental principle in the organiza- 
tion of the program. 


First Visit Important 


An adequate working reserve of 
nurses is considered essential. In 
New York, Montefiore Hospital 
found it better to contract with the 
Visiting Nurse Service. These pub- 
lic health nurses are better qualified 
than the staff nurses, says Dr. Cher- 
kasky, because they are better edu- 
cated to train the family members 
who must actually give most of the 
nursing care. He considers the first 
visit the most important for that is 
when the family members should 
get their basic instructions. After 
the initial visit only an occasional 
checkup must be made by the super- 
vising nurse to see that nursing care 
is carried out properly. 

If public health nursing service 
is not available, says Dr. Cherkasky, 
staff nurses could be assigned in ro- 
tation to the home care service. 

The hospital’s social service de- 
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partment representative calls at the 
home as often as required to help 
with any problems. The first call 
is made before the patient is as- 
signed. She must survey the home. 
At that time she also arranges for 
housekeeping service that might be 
necessary. One fulltime social serv- 
ice worker or two dividing their 
work between the wards and the 
home is required. 

The hospital arranges and pays 
for housekeeping help. This is usu- 
ally part time aid, depending on the 
need and the availability of such 
service. Montefiore Hospital has 
found that about five out of 25 
homes need extra help of this sort. 
Often two hours a day are all that 
are needed. For that reason the hos- 
pital tries to locate neighbors who 
can help. It pays for this service at 
the prevailing rate for the com- 
munity. 

Because of extra administrative 
details one fulltime secretary has 
been added to Montefiore’s office 
staff. Regular hospital charts and 
records are used; follow-up notes 
and progress reports are noted con- 
stantly. 

Drugs and medications, labora- 
tory service, ambulance service and 
equipment also are provided by the 
hospital as needed. 

Since medical education produces 
the additional advantage of free con- 
sultations for patients, home care 
adds to the available educational 
material at the hospital. Montefiore 





has a strong undergraduate and 
graduate affiliation with Columbia 
University for medical education. 

The same holds true for medical 
research. In these two vital respects 
home care patients enjoy the same 
status as ward patients. 

Grants of $30,000 from the New 
York City Cancer Committee and 
$5,000 from the Greater New York 
Fund were made to Montefiore for 
the test program. The _ hospital’s 
board of trustees furnished the 
“overhead” for the project since it 
was to be treated as an extra-mural 
service where every dollar spent was 
to be counted. Philanthropic funds 
were needed because the depart- 
ment accepts only those patients 
who cannot afford the services of 
a private physician. 

There is no charge for the service 
unless the patient’s family can con- 
tribute toward the cost of the vari- 
ous non-medical services. Monte- 
fiore’s patients are paying less than 
3 per cent of the cost. For example: 
One family pays $10 per month; 
another $3. Many pay nothing. 


Project Is Limited 


Montefiore’s program began Jan- 
uary 1 and grew rapidly. Dr. Cher- 
kasky transferred the first home care 
patient from the hospital January 
14. By the end of the month eight 
had been transferred to their 
homes; 18 by the end of February; 
29 by the end of March. The dem- 
onstration project is limited to 35 
patients under the present budget. 

Although the first quarterly re- 
port was overbalanced by the high 
costs that always show up in a new 
project, the trend was indicated. 
The report lists a total of 1,123 
patient days’ care given. This was 
at a total cost of $3,869.73, or $3.45 
per patient per day. The average 
patient day cost for regular patient 
care in the hospital during that 
same time was $10. 

A breakdown of the average costs 
showed the following items as mak- 
ing up per diem costs: Medical care 
(including doctor’s salary) 33 per 
cent; administrative expenses 7 per 
cent; nursing care 10 per cent; so-° 
cial service 10 per cent; drugs and 
medications 10 per cent; laboratory 


'5 per cent; domestic help 10 per 


cent; transportation 5 per cent; con- 
tingencies (miscellaneous) 10 per 
cent. 
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1E HUSBAND AND WIFE team of 

Hayt and Hayt, counselors at 
law, is widely known as the legal 
firm that devotes much of its time 
to hospitals. Since they were ad- 
mitted to the New York bar two 
decades ago, Emanuel and Lillian 
R. Hayt have been partners in writ- 
ing books and articles, as well as 
the practice of law. 

They began their specialization 
in the hospital field early in their 
practice. Presbyterian Hospital of 
New York City retained them in a 
compensation case. Other hospitals 
soon became their clients. 


The third Hayt and Hayt book, 
“Law of Hospital, Physician and 
Patient,” was published this year. 
Their method of preparing such 
material for publication goes some- 
thing like this: 

The original research and first 
pencil draft is done by Mr. Hayt. 
His wife, he says, then deletes most 
of it with her red pencil. According 
to Mr. Hayt, “she is my severest 
critic and says lawyers talk too 
much; being a woman and a law- 
yer, she cannot be taken issue with 
on that subject.” 

After Mrs. Hayt finishes her cor- 
rections, further changes in the 
manuscript are made by Mr. Hayt, 
although by that time he is “left in 
a hopeless state at all the unneces- 
sary work done originally.” 

Mrs. Hayt says: “He does all the 
hard work, including research. I 
really do some, but editing and 
proofreading are my primary duty. 
I cut and trim, aiming for precision 
of language, simplicity of expres- 
sion and continuity of subject mat- 
ter. 

The Hayts produced two books 
before the current volume. The 
first, published in 1938, was “Legal 
Aspects of Hospital Practice.” It 
was written in collaboration with 
the Council on Government Rela- 
tions of the American Hospital As- 
sociation and is concerned with the 
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SPEAKING OF COLLABORATION 


effect of New York State law on 
hospitals. Also written in collabora- 
tion with the council was their sec- 
ond, “Legal Guide for American 
Hospitals.” ‘This appeared in 1940 
and covers hospital law throughout 
the United States. 

Their new book was prepared 
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with the cooperation of the Ameri- 
can College of Hospital Adminis- 
trators. In their introduction to the 
book, the Hayts say that it “treats 
the medico-legal relationships of 
the hospital, its personnel and the 
patient, from the time of his admis- 
sion to his discharge, and the use 
of his medical record thereafter.” 
It is intended to help in under- 
standing the legal angle, to serve as 
a textbook for students in hospital 
administration, and to guide hos- 
pital attorneys and physicians. It 
is reviewed in the Bacon Library 
section of this issue of HospirAats. 

In addition to his legal practice 
and work as an author, Mr. Hayt 
is a member of the faculty of the 
Columbia University School of 
Public Health, where he is a lec- 
turer in hospital administration. 
He recently completed a series of 
lectures on this subject for the hos- 
pital administration students at the 
University of Minnesota, Minne- 
apolis. 

Mr. Hayt’s services as a speaker 
also are very much in demand. Last 
month he read a paper at the Bos- 
ton convention of the Catholic Hos- 
pital Association and lectured at 
the New England Institute for 
Hospital Administrators. He made 
three appearances at the Philadel- 
phia convention of the American 
Hospital Association, speaking both 
to Association members and to per- 
sons attending the conventions of 
the American Association of Med- 
ical Record Librarians and the 
American Association of Nurse 
Anesthetists. Recently he has read 
papers at the Mid-West Hospital 
Association and New Jersey Hospi- 
tal Association conventions. ° 

Both native New Yorkers, Mr. 
and Mrs. Hayt have practiced in 
that state since they were admitted 
to the bar. The Hayts, with their 
two sons of high school age, live on 
Long Island and spend their leisure 
hours sailing on nearby Long Is- 
land Sound. 
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HE TREND of modern medicine 
yeni group practices and clin- 
ics, including better outpatient de- 
partments of hospitals, is not new. 
Outpatient clinics often have been 
established as group clinics for 
profit. For example, in 1913 the 
Boston Dispensary started evening 
clinics* for working people. The 
physicians were paid and the pa- 
tients were charged $1 instead of 
the 50 cent fee for admission to the 
day clinic. X-ray and laboratory 
fees were correspondingly higher. 

About 1916 special “health clin- 
ics” were inaugurated in this same 
medical center. They provided com- 
plete physical examinations and 
blood and urine examinations for 
a fee of $7.50. During 1939 a con- 
sultation clinic was started there, 
with fees varying from $5 to $10. 
The referring physician received a 
report and the patient was returned 
to him for treatment. 

While the outpatient clinics have 
long been viewed with suspicion by 
some doctors as competing with pri- 
vate practice, it is agreed generally 
that: They are more economical; 
they serve a definite place in the 
community, and they provide a 
training center and proving ground 
for younger physicians. 


Supporting Arguments 


Outpatient clinics are often more 
accessible than the services of a 
private physician. They provide for 
convenient follow up and treatment 
of large numbers of patients and 
they tend to keep therapy and rec- 
ords standardized. When properly 
organized, these clinics provide a 
meeting place for those interested 
in health and health problems and 
the coordination of health activi- 





From a paper presented by Dr. Garrard 
at the New England Hospital Assembly in 
Boston, March 24. 


*Denks, Abbie E., “Outpatient Costs and 
Rates,’’ Hospitats, Volume 15, No. 11, No- 
vember 1941. 
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Ponting Up OUTPATIENT 


SERVICE jor Tomorrow 


ROBERT L. GARRARD, M.D. 


DIRECTOR, NEUROPSYCHIATRIC DIVISION 
CHARLES Y. CHAPIN HOSPITAL 
PROVIDENCE, RHODE ISLAND 


ties. Often they are closely associated 
with programs of preventive medi- 
cine, serving not only the local area 
but large rural areas as well. 

Private practice admittedly is in 
most cases uneconomical to the pa- 
tient. Group clinics generally are 
more satisfactory as well as more 
economical. With more specializa- 
tion there is greater efficiency and 
economy in caring for a large group 
of patients unable to pay the fees 
of private physicians. 


An Experience Report 


The Charles V. Chapin Hospital 
in Providence, Rhode Island, is pri- 
marily a hospital for contagious dis- 
eases in one section, and the tem- 
porary care and treatment of acute 
neuropsychiatric disorders in the 
other section. There is, in addition, 
a fairly large outpatient depart- 
ment, and during recent years a 
minimal amount of general surgery 
was done. 

The clinics represented in the 
outpatient department are: Ear, 
nose and throat, eye, gastro-intes- 
tinal, medicine, neuropsychiatry, 
pediatrics, pneumothorax, pulmon- 
ary, skin, urology, varicose veins, 
whooping cough, tonsil operations, 
post-operative clinics and _ food- 
handlers clinics. The staff includes 
one resident physician part time, a 
full time nurse, social worker and 
clerk, assisted by the visiting staff 
of physicians. 

During 1934 and 1935 approxi- 
mately 8,500 new cases were admit- 
ted to the outpatient department, 
with total visits exceeding 55,000. 
During a period of prosperity, for 
example 1943 and 1944, only about 
4,500 were admitted and there were 
slightly over 32,000 visits. This was 





about a 50 per cent reduction in 
volume from the mid-thirties. 

In the Rhode Island Hospital,* a 
much more representative general 
hospital, there were 111,000 total 
visits to the outpatient department 
in 1933 alone. This was reduced 
to 32,000 visits during 1945, ap- 
proximately one-fourth the volume 
of a depression year. 


Work Volume Changes 


In the Charles V. Chapin hospi- 
tal, the two leading clinics have 
been medical and pediatric clinics 
(In some hospitals they are medical 
and surgical clinics). During recent 
years the volume of work in the pul- 
monary clinics and venereal disease 
clinics have increased. The neuro- 
psychiatric clinic 15 years ago repre- 
sented about 3 per cent of the total 
volume. During recent years this 
portion has been approximately 2 
per cent. Cases referred to our out- 
patient department by physicians 
during the years 1936 and 1937 rep- 
resented about 24 per cent of the 
total admissions. About _ three- 
fourths of the patients came in with- 
out being referred. During recent 
years not over 5 per cent of the pa- 
tients have been referred by physi- 
cians. 

The fees charged in the various 
outpatient departments are fairly 
uniform. Most clinics have a charge 
of 25 cents for the iniiial visit and 
10 cents for subsequent visits. Dur- 
ing recent years of prosperity, the 
initial fee has been raised to 50 
cents and 25 cents for subsequent 
visits. Even with these minimal fig- 
ures it has been shown at Rhode 
Island Hospital that 35 to 50 per 
cent of the patients are unable to 
pay. The fee then is paid by the 
department of public welfare. 

During the war years it was nec- 
essary to streamline the outpatient 


*Joyee, Henry, M.D., personal communi- 
cation. 
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clinics because of the shortage of 
medical personnel. It was found 
that adequately trained non-medi- 
cal personnel could relieve much of 
the pressure on the physician by 
doing some of the preparatory work. 
There were fewer referrals from 
one specialty to another. Less lab- 
oratory work was done. However, 
with the return of physicians to 
practice, the original program is be- 
ing resumed. 

Congestion because of the great 
numbers of patients waiting to be 
seen, all at the same time, causes 
great strain and confusion during 
the rush hours. It has been estimat- 
ed that outpatient clinics could be 
operated with additional economy 
if they would function throughout 
the day rather than the usual half 
day. At present all the equipment, 
space, and some personnel are idle 
half of the time. 

Many methods of expediting the 
work in outpatient clinics could be 
drawn from army experiences, 
where huge numbers of patients 
had to be.seen in as short a time 
as possible. These methods would 
do much to coordinate the work of 
the outpatient departments and re- 
lieve the inordinate congestion so 
often present during the early hours 
of the morning clinics. 


Flexibility Needed 

From the statistical evidence it is 
obvious that outpatient clinics are 
more needed during depression 
years. It follows then, that these 
clinics should be equipped and or- 
ganized to expand, in order to take 
care of large numbers_ of patients 
before a depression strikes. Many 
believe that outpatient clinics will 
expand and care for many more pa- 
tients in the future, whether spon- 
sored by the government or not. It 
then would be well to be prepared 
for greater numbers of patients, 
having a workable arrangement for 
treating them, before the govern- 
ment does. 

Some have suggested that outpa- 
tient clinics should tie in with in- 
dustry to provide economical medi- 
cal service for large groups. It has 
also been suggested that small hos- 
pitals send their outpatients to a 
larger hospital with adequate out- 
patient facilities. Such a procedure 
would provide the services of 
specialists often not available in 
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the outpatient department of a 
small hospital. 

Most physicians would agree that 
if an outpatient clinic is ideally or- 
ganized and operated, it would pro- 
vide for: Accurate diagnosis, special- 
ty clinics, laboratory, x-ray and 
other facilities, adequate treatment 
facilities, and personal supervision 
of patients. Personal supervision 
with rapport and accompanying 
psychotherapy, so important for re- 
sults, has been possible less and less 
with greater specialization. 

Among the clinical and_profes- 
sional problems one may encounter 
in the operation of outpatient clin- 
ics, one may list: 


1. Poor records and failure to en- 
ter diagnoses. The physicians usu- 
ally will not use the Blue Book 
“Standard Nomenclature of Dis- 
eases and Operations” and often 
will enter no diagnosis or an unac- 
ceptable one. Records could be im- 
proved enormously by adopting the 
army system of qualifying a disease 
as mild, moderate or severe; and in 
the case of an injury, always stating 
when, where and how. It would add 
to the understanding of a neuro- 
psychiatric diagnosis to follow it 
with predisposition, mild, moderate 
or severe, and stress, mild, moderate 
or severe. Little time would be need- 
ed, the physician would be helped to 








Date of Admission_____ 


(LastName) 


(ASN) (Rank) 
Organization. 
Combat Experience ____ 
Nativity_— 
Home Address____ 





Special Form for Neuropsychiatric Patients 


_____ Date of Army Entry ee eee 
Date Transfer to NP Ward_______ Date of Arrival ETO. 


(First Name) 
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(Initial) 





Leisure Interest: 
School Record: 
|.©. Estimated: 
Work Record: 


Marital History: 
(Sex adjustment) 


Military History: 

Tropical Service: 

Conflict with Law: 

Habits (Alcohol, drugs): 
Neurotic Traits: 

Medical History: 

Injuries: 

Venereal Disease: 
Treatment for Nervousness: 


Social: (Seclusive, shy, reserved. 
average, aggressive, rural, urban) 


Attachment to parents: 


dependent relationship, etc.) 
Preliminary Diagnosis & Disposition 
Final Diagnosis 
Loon? 
Prognosis 
Disposition 


*Line of duty. 











Past History (Positive and relevant information ONLY is desired hee) 


Family History: (Alcoholism, nervous diseases, parental disharmony, 
broken home, divorce, criminalism, oldest, youngest or only child, 
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formulate a diagnosis clearly and 
the records would be much more 
accurate and useful. 

2. Speed, snap judgment and 
lack of interest in the work to be 
done by a few visiting physicians, 
results in much of the work having 
to be done over by the resident on 
duty. 

3. In many hospitals the new 
cases are not screened by a physi- 
cian on entry. The result is that 
many patients go to the wrong 
clinic and time is wasted. 

4. Some patients who are able 
to pay a minimal fee could, with 
proper screening, be referred to a 
private physician. 

5. There is often poor coordina- 
‘tion between clinics, with waste of 
time and inefficiency. 

6. The volume of patients often 
bunches during certain months, so 
that some patients may be seen by 
their favorite physician during his 
turn of duty. 

7. The visiting physician oc- 
casionally will be absent and pro- 
vide no substitute. 

From an administrative stand- 
point, the outpatient clinics often 
show the following defects: Inade- 


quate financial screening; lack of 


business management (failure to 
collect for visits, with loss of con- 
siderable income); inadequate num- 
ber of workers to do social study 
and financial screening of new pa- 
tients, resulting in a bottleneck and 
delay in getting patients to the phy- 
sician; lack of adequate personnel 
during rush hours. 

A special table of diagnoses, listed 
alphabetically from the Blue Book, 
is easily prepared and will include 
over g5 per cent of the terms needed 
for each specialty. If a copy of this 
list of diagnoses is posted over the 
physician’s desk, it will be very easy 
for him to enter a diagnosis in cor- 
rect form. It seems there is a réluc- 
tance on the part of many physi- 
cians to commit themselves, and 
they go on hedging until there is no 
doubt about the diagnosis. This list 
of common diagnostic terms was 
used in the army hospitals even in 
tent hospitals. The result was that 
much time was saved and records 
were greatly improved. 

Additional non-medical clerical 
helpers can relieve the physician as 
much as possible. Experience in the 
army showed that an_ intelligent 
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clerk soon can learn to do a great 
deal of the work that the physi- 
cian would otherwise have to do. 
There were many well trained medi- 
cal administrative corps officers and 
clerks who could be used to good 
advantage in the outpatient depart- 
ments of civilian hospitals. 

Compensation cases could be ex- 
cluded from outpatient depart- 
ments and referred to private physi- 
cians. 

A physician should be available 
for an hour or so when the new 
patients report each day in order 
to classify them for proper clinics. 
This is not necessary if all new pa- 
tients routinely go to the medical 
clinic before being referred to a 
specialty clinic. This.is the pro- 
cedure in the Chapin Hospital. 

One or more social workers with 
clerical assistants should be avail- 
able to collect statistical and social 
data and determine the patient’s 
ability to pay. This will require 
extra help during rush hours only. 

House patients being referred to 
outpatient clinics for follow-up 
could be referred to the outpatient 
department before discharge from 
the hospital, and a record started 
and appointment made. 


Reasonable Fees 


In almost all clinics the business 
management could be improved. A 
reasonable fee for initial visit and 
examination, and a small fee for 
subsequent visits would provide a 
considerable income. Often it would 
be enough to support the clinic. It 
has been found that patients who 
are treated free return more often 
to the outpatient clinics than those 
who pay. The question arises 
whether patients become “clinic- 
minded” and take the attitude that 
free medical care is due them. 

More use should be made of resi- 
dents, interns and medical students, 
since the outpatient clinics provide 
excellent training. They can relieve 
some of the pressure of routine 
work for the visiting physicians. 

Neuropsychiatric patients belong 
in a .category by themselves. So 
often a social service history and 
home study are needed and the case 
has to be handled by both the phy- 
sician and the social worker. When 
great numbers of psychiatric pa- 
tients have to be seen, as during de- 
pression years or during certain 
phases of the war, provision should 


be made for a practical, speedy ex- 
amination and treatment.’ This can 
be accomplished best by the use of 
a special printed history form (il- 
lustrated) on which a trained, non- 
medical worker can fill in much of 
the data for the physician. Such a 
form will provide only enough space 
for positive data. Printed headings 
serve as guides and save time and 
writing. Such a form was used to 
good advantage during the war by 
many of our units and it was altered 
from time to time to meet the needs 
of the various theaters of war. 

The neuropsychiatric outpatient 
clinic should be operated in close 
association with the neuropsychia- 
tric department of the hospital. 
Many of the hospital patients after 
discharge should be treated for a 
period of time in the outpatient 
clinics. Usually the patient referred 
to the clinic from the hospital 
should be treated by the physician 
who treated him in the hospital. 
This physician is already familiar 
with the case and has established 
rapport, all of which would require 
time if the patient is referred to a 
new physician in the outpatient de- 
partment. Since neuropsychiatric 
records are of considerable volume, 
much time could be saved and effi- 
ciency increased if a dictaphone is 
available to the physician in the 
clinic. 

There is a trend toward elaborate 
rehabilitation centers for patients 
discharged from hospitals, where at- 
tention can be given to physiother- 
apy, morale, educational lectures 
and psychological readjustment of 
convalescing patients. Such a center 
could easily be affliated with or op- 
erated in connection with a well or- 
ganized outpatient department of a 
hospital. 

Summary 


An ideal outpatient department 
should provide accurate diagnosis, 
adequate treatment facilities and 
personal supervision by the physi- 
cian. To improve present service, 
these steps should be included: 
Provide special printed tables of 
diagnoses for each specialty; get ad- 
ditional medically trained clerical 
help; exclude all patients able to 
pay a private physician, even a 
minimal fee; screen adequately new 
patients; use residents, interns and 
medical students to provide assist- 
ance as they are training. 
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. pm OFTEN hospitals are unjustly 
accused of not being charitable 
because the institutions request the 
payment of the cost of patient care. 
Such an accusation is entirely false 
and unreasonable. In order to be 
truly charitable to all patients and 
just to all concerned, the hospitals 
must meet their expenses. Patients 
who can be paid for must be paid 
for. Either this payment comes from 
the individual himself or from some 
other person or agency who is re- 
sponsible. 

The hospital cannot be expected 
to give free care to the extent of 
doing an injustice to its employees, 
the other patients or its creditors. 
In other words, it is not charitable 
to impose low wages on personnel 
in order to give free service; it is 
not charitable to present excessive 
statements of charges to pay pa- 
tients in order to give free service 
to others; it is not charitable to let 
the payment of supplies, equipment 
and other expenses incurred to go 
unpaid in order to give free service. 

Must Be Paid 

This would be committing a 
grave injustice toward employees, 
pay patients and business associates. 
It would lower hospital standards; 
it would call for the giving of in- 
ferior care; it would create a bad 
impression among those who work 
for the hospital or who do business 
for the hospital. Eventually it would 
bankrupt the institution and cause 
it to close its doors. In order that 
the hospital may continue its chari- 
table aspect in the real sense of the 
word; in order that the hospital 
may stay in business to care for the 
sick of the community; in order that 
the hospital may give “free service” 
when it is needed, then it must re- 
ceive payment for services rendered 
by all who can pay and from all 
agencies that purchase hospital 
care. 


From a paper presented by Monsignor 
Maher at the Ohio Hospital Association 
convention, at Columbus, April 8. 
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MSGR. ROBERT A. MAHER 
DIRECTOR, CATHOLIC HOSPITALS 
TOLEDO, OHIO 


There are altogether too many 
individuals, governmental depart- 
ments and corporate groups that 
follow the policy that proposes to 
“give everyone else their cost plus a 
profit, but cut the hospitals below 
cost.”” Perhaps the hospitals them- 
selves are responsible for this atti- 
tude. Being people of high ideals 
and charitable at heart, hospital ad- 
ministrators and boards have gen- 
erally taken a very conciliatory at- 
titude toward those with whom 
they do business. When demands 
were made and problems were pre- 
sented they usually have accepted 
that which they knew was not just 
because they trusted that the next 
time a more fair arrangement would 
be made. 

Now, however, they find that 
they are the victims of much injus- 
tice and misunderstanding because 
they wanted to be cooperative and 
friendly. As a result, most hospitals 
are receiving less than their actual 
costs in supplying hospitalization. 
When a fair adjustment is sought 
and demands are made by the hos- 
pital, the usual answer is the un- 
warranted remark, “Well, aren’t 
you a charitable institution?” 

It is about time then, that all 
understand in what sense hospitals 
are charitable institutions. The vol- 
untary nonprofit hospital will con- 
tinue in the future as it has in the 
past to be charitable in the right 
sense of that word. The voluntary 
nonprofit hospital will continue to 
take more than its share of free pa- 
tients, which is but one phase of 
its charitable aspect. But the vol- 
untary nonprofit hospital cannot 
continue to support the policy of 
being underpaid for hospitaliza- 
tion by those who can pay. 

It is neither right nor just for 
the patient who has the means to 
fail to pay the hospital. It is neither 


right nor just for any prepaid hos- 
pital plan or insurance company to 
demand of the hospital a consider- 
able write-off in accepting its sub- 
scribers. 

The voluntary nonprofit hospital 
cannot continue to operate in face 
of such demands. The voluntary 
nonprofit hospital cannot continue 
to function if it is called upon to 
assume, even in part, the monetary 
responsibility of governmental, in- 
dustrial and insurance patients. 
The hospitals must receive a rate 
equal to what it must pay out of 
its pocket for expenses. To expect 
anything else is most unreasonable 
and unrealistic. 


Ask Equal Return 


The voluntary nonprofit hospi- 
tals are not seeking to create a sur- 
plus to divide among their stock- 
holders. They all know they have 
none. All the hospitals ask is an 
equal return for their services. This 
is necessary so that: A living wage 
may be paid to their personnel; 
they may meet their obligations, 
and they may give a high standard 
of service to their patients. Charity 
will continue to be present in all 
hospitals—in attitude, in motiva- 
tion, and in the giving of energies 
for the welfare of the sick. 

Hospitals will still take in the 
patient who cannot pay or who has 
no one to pay for him. Hospitals 
will always offer free beds, free 
medications, free treatments where 
the inability to pay is actual. ‘There 
always will be an abundance of 
this phase of charity done by the 
hospitals but they do ask, in the 
name of justice, for an adequate re- 
turn for the services that they give 
by those who can and should pay. 
Their charity will be administered, 
not only in the narrow sense of that 
word, but in all fullness so that the 
American public will receive in our 
modern hospitals a truly charitable 
service. 
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A Look at the New National 
Health Insurance Bill 


THE 1947 VERSION of compulsory health insurance 


differs from earlier versions in outward appearance, 
for the authors pay their respects to a current pop- 
ular reaction against federal government domination 
of the citizen’s private life. 

To this end a fairly elaborate atmosphere of state 
and local participation has been devised, and Senator 
Murray’s speech of introduction on May 20 was filled 
with references to “decentralization.” 

On examination, however, the National Health In- 
surance and Public Health Act of 1947 turns out to 
be very much the same old Wagner-Murray-Dingell 
Bill. Any evidence of real participation and real de- 
centralization escapes the critical eye. 

The new measure bears two characteristics that have 
come to be identified with all plans for federal com- 
pulsion. One is the certainty with which administra- 
tive controls are kept in the hands of consumers. One 
is the certainty with which administrative controls are 
retained in Washington. 


Control by Consumers: As outlined in the 1947 bill, 
top man would be the federal security administrator. 
He would function with an administrative board of 
five and an advisory council of 16. 

One administrative board member would be the 
surgeon general of the U. S. Public Health Service. 
Another would be the social security administrator. 
Three would be appointed by the President, and one 
of these would have to qualify by being a doctor. Ap- 
parently anyone with an M.D. would do, and, since 
all board members would be on fulltime salary, pre- 
sumably this lone doctor would be a career man rather 
than a practitioner. 

The advisory council would have on it six repre- 
sentatives of the health professions. But it would also 
have eight consumer representatives and the chairman 
of the administrative board. All appointive members 
would be named by the federal security administrator. 
The advisory council’s advice need not be taken any-* 
how, but in case the administrator wanted it he could 
be pretty sure that the advice would be acceptable. 


Moreover it is written in the bill that ‘‘all functions 
of the (administrative) board shall be administered 
by the board under the direction and supervision of 
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the federal security administrator.” The top man 
would seem to be little bothered by opposing points 
of view from any source. 


Control by Washington: So. it goes with state and 
local participation. In distributing funds amassed by 
a federal payroll tax, the federal board would first 
divide the available sum according to five classifica- 
tions of personal health service. 

These services are: (1) general and specialist med- 
ical, (2) general and specialist dental, (3) home nurs- 
ing, (4) hospital, (5) auxiliary such as laboratory, 
x-ray, radium, physical therapy, drugs, eyeglasses, spe- 
cial appliances—also the services of optometrist and 
chiropodist. 

The board would then have its billions divided 
into five neat piles, having determined by some means 
or other how much would be needed by 150 million 
people during a given year for medical treatment, 
dentistry, chiropody and such. It would then sub- 
divide these piles among the 48 states. 

To carry out this function, the bill suggests vaguely 
a three-part formula to be established by regulations. 
The basis would be (1) population, (2) availability 
of personnel, facilities and supplies, and (3) cost of 
hiring the necessary personnel and of buying the 
supplies. 

It is plain that not much administration would be 
left to the state governments. The amount of money 
each state might have and how it must be spent would 
all have been determined in advance by the federal 
security administrator. 

And this only suggests the extent to which Wash- 
ington would retain control. The federal agency could 
set up a program in any state that did not produce a 
suitable one of its own. It could send federal men into 
any state agency when this seemed desirable. 

In theory the state would control standards by its 
licensing law. Since no state licenses medical spe- 
cialists, however, this important control would fall 
to the federal administrator. 

The rate of payment for services would “take ac- 
count of regional, state or local conditions and _ prac- 
tices.” Regional control would, of course, mean fed- 
eral control. 


Law Versus Regulation: ‘Typical of many obscure 
strings of control are the above few samples. But there 
is one characteristic that overshadows them all, and 
it is this: 

The only authority written into the law is authority 
for the federal administrative board. Authority for all 
other so-called participants is left to a set of regula- 
tions that would be written by the federal board. 

The evil in this approach is not only a matter of 
social philosophy. How, for example, could any five- 
man board sitting in Washington determine accurately 
the health service needs of 150 million peoples? 

More threatening still, how could a federal board 
divide $3,000,000,000 among the states on the sketchy 
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basis outlined without political influence? Does any- 
one seriously think that regulations—subject to change 
by an agency beholden to the White House—would not 
follow the election returns? 

The American Hospital Association heartily en- 
dorses voluntary prepaid health insurance, but it has 
opposed all such proposals for compulsion as this one. 


It has objected on principle to a centering of so 
much authority in the hands of a few federal govern- 
ment officials. As a matter of practice, apart from 
principle, the Association can see no hope of the 
scheme being made administratively possible; no hope 
that, after selling a pleasant idea and collecting bil- 
lions in taxes, the federal government would be able 
to deliver the benefits promised. 


—o+ 





Memo From Headquarters 


SEVERAL WEEKS AGO members received an Associa- 
tion report on the disorganized state of federal hos- 
pital planning. It showed that if veterans’ hospital 
facilities are being built beyond actual need, this is 
because Congress has lost sight of its own guideposts 
in voting appropriations. 

The study was so complete as to become a welcome 
source of information for many persons in Washing- 
ton who are engaged in federal hospital planning. It 
threw light into some dark corners. It pointed the 
way for a nationwide balance of governmental and 
non-governmental hospitals. Although results cannot 
yet be counted, the report is believed to represent 
one of the Association’s most valuable services. 

This is a reminder and a special invitation. The 
report will not be worth much unless members are 
familiar with the findings, and so members who have 
not read it are advised to do so. They are then invited 
to send in comments, criticisms and suggestions. These 
will be of great help to the Association staff in its 
planning for further studies and perhaps for further 
action. 





++ 


A Crucial Two Months 


By THE END OF JULY the national campaign to en- 
roll student nurses will be about finished, and indica- 
tions at the end of June were that results would be 
spotty. 

An old truth was emphasized when the 1947 drive 
started: No centrally directed campaign can actually 
enroll a single student. It can plant the idea in the 
minds of likely candidates, and it can spread informa- 
tion on recruiting technics that are known to be ef- 
fective. But only a representative of the individual 
school of nursing can make personal contacts and 
actually enroll students. 

If final results are spotty as indicated, this old truth 
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will be proved again. Some schools will have full class- 
rooms and some will not, depending on how each ap- 
plied local initiative. 

It is not too late for communities with poor pros- 
pects at this date to change those prospects. Most fall 
classes do not open for more than two months. There 
is time to recanvass high school graduates, some of 
whom will have changed their plans since school 
closed. There is time for newspaper feature stories, 
time to promote some scholarships, time for schools 
that are filled early to direct applicants to other nearby 
schools, time for hospitals without schools likewise to 
direct applicants to the nearest school, time for state 
and local hospital organizations that have not already 
done so to carry out an intensive area-wide drive. 

Of all these possibilities, perhaps the last holds 
most promise. It can hardly be said that every effort 
has been expended until the hospitals within a nat- 
ural area or region have worked together on recruit- 
ment. 





Even Trade? 


AN ASSOCIATION MEMBER suggests that one edi- 
torial appearing here in May calls for a sequel. The 
editorial, “Matter of Principle,” referred to an adver- 
tisement by the Hospital Industries Association which 
tactfully —and rightly —requested that hospitals not 
solicit manufacturers and suppliers for contributions. 
The member writes: 

“The policy of most administrators is to keep em- 
ployees who have charge of purchasing or who can 
influence the selection of materials to be purchased 
from accepting graft. This is a harsh word, maybe, 
but it hits the spot. 

“Even when some salesmen know of this policy, 
they give presents to the hospitals’ buyers and keep 
silent. This works a hardship on those salesmen who 
do respect such a policy. We ‘try to discourge gifts by 
salesmen at Christmas time, but the hard feelings 
created and the great arguments put up by the givers 
make it difficult to turn back some gifts. 

“The idea that such gifts are made because of friend- 
ship is 99 per cent bunk. If the business goes to an- 
other firm for some reason, the ‘friendship’ gift is 
forgotten the following year.” 

This method of selling really has nothing to com- 
mend it. If it interferes with the efficient operation 
of a hospital, it is also a form of unfair competition 
among those who sell. 


The companies that do business with hospitals make 
a reasonable request when they ask to be exempted 
from fund raising drives. The member who replies is 
no less reasonable in his suggestion. Through their 
organization the companies might find it a worthwhile 
project to help hospitals enforce a long standing code 
of ethics by putting a stop to “friendship” gifts. 


6) 








“Reference Guide 


THE VISITOR AND THE HOSPITAL 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have been published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Associ- 
ation has all the articles listed here available for loan on request. 

This is one in a series covering some of the perpetual problems of hos- 


pital administrators. 


ONTROL OF VISITORS at the hos- 
C pital is an administrative prob- 
lem that never seems to be solved 
to the satisfaction of the patient, 
the doctor and the hospital per- 
sonnel. Even after a policy has 
been decided on, there must be pro- 
cedure established for carrying out 
the regulations. 

Patients and visitors, each with 
varying temperaments, should be 
allowed to visit each other when it 
will help the patient. It is not pos- 
sible to permit too divergent a sys- 
tem to completely individualize 
visiting, but the opinion of the 
doctor must be followed and visi- 
tors, if permitted, can come during 
specified hours. 

How best to handle this situation 
has been discussed in many pub- 
lished articles and presented in 
talks at hospital meetings. Some of 
the solutions are referred to in the 
following brief notes, and may sug- 
gest to the administrator ways in 
which he can better handle this 
problem. 


“Patients and Hospitals Benefit by Uni- 
form Visiting Hours.” Karl G. Hauch. 
Modern Hospital 62:67, April 1944. 

» The Chicago Hospital Council 
has suggested a schedule of visiting 
hours for its member hospitals, 
breaking down the services into 
three groups—general adult, obstet- 
rical and pediatric, each with the 
three types of accommodations. The 
schedule is printed in the article 
and alternative hours and days are 
provided to meet the conditions in 
the separate hospitals. The babies 
in the nursery are shown only once, 
preferably in the evening, if evening 
visiting hours are provided. The 
council recommends that any indi- 
vidual exceptions to the established 
rules be made by the administrator 
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or his representative. This has two 
purposes: There will not be too 
many unnecessary exceptions per- 
mitted, and the visitors will have 
more respect for the existing regu- 
lations. 


“Volunteer Marshals Control Visitors; 

a Unique and Valuable Service by the 
Women’s Auxiliary.”” Mrs. Fred Hamilton. 
Canadian Hospital 17:26-44, July 1940. 
» Organizing the work and the 
schedule of volunteer assistants is 
outlined in this discussion by a 
member of the women’s auxiliary. 
Faithful service depends on a con- 
scientious chairman and a list of 
substitute volunteers. Support must 
be given the volunteer by the ad- 
ministration and the nursing staff 
if the visitor refuses to abide by the 
decision of the volunteer. 

Experience in this hospital and 
in others with personnel assigned to 
control visiting has shown that the 
number of visitors is always less. 
One of the duties of the volunteer 
is to look after small children who 
are not permitted to visit patients 
in most hospitals, and are brought 
by relatives ignorant of this regu- 
lation. 


“For Visitors.” Marguerite Bellamy. 
Hospirats 18:70-71, October 1944. 
» Reproduced in this article are 
some suggestions for visitors that 
are printed in an attractive booklet 
and given to them. Effort was made 
to make the booklet readable and 
to use a positive rather than a nega- 
tive approach. How the visitor can 
best help the patient is explained 
with .a touch of humor in the text. 
Appealing to the tact and common 
sense of the visitor, the do’s and 
don’ts are labeled “Suggestions 


Only — Not Rules.” The tendency 
of many people to visit friends in 
the hospital whom they don’t ordi- 
narily call on when they are well 
can be discouraged by requesting 
the patient to specify the visitors he 
wishes to see. This is especially 
true when the patient is seriously 
ill. 


“They Will Visit the Sick.” Modern 
Hospital 66:88-89, May 1946. 


» About half of the small hospitals 
replying to a questionnaire stated 
that they permitted one hour of 
visiting in the forenoon. The an- 
swers received from 30 hospitals 
indicated that the hospitals that 
distributed booklets explaining the 
regulations for visitors and stating 
the need for such restriction had 
less difficulty with their visitors. 
Clever sketches from one booklet 
for hospital visitors are reproduced 
in the article. 

The importance of the public 
relations aspect of this problem in 
small communities is stressed in the 
replies. Courtesy and kindness in 
handling visitors, many of whom 
are unfamiliar with hospital rou- 
tine, will win friends for the hos- 
pital. Definite instructions should 
be given to the front office person- 
nel so that they will understand 
their responsibility for helping to 
solve the problem. 


“Tips on Handling Visitors.” Modern 
Hospital 54:61-64, May 1940. 


» This earlier survey quotes from 
the letters of 22 administrators of 
small hospitals replying to four 
questions. Iwo phases of the visit- 
ing problem not always discussed 
in articles are brought out: What 
policy does the hospital follow with 
regard to visitors wishing to witness 
surgical operations, and with re- 
gard to visiting by the clergy. The 
bases for the rules adopted are 
given in the excerpts from the re- 
plies. 

It is evident that these hospitals 
have kept in mind the two prongs 
of the difficulty—the welfare of the 
patient and the work of the hospi- 
tal in treating him. One important 
factor in making the problem 
simpler is to adjust the hospital’s 
routine so that patients are free to 
visit during the stated hours that 
have been set. 
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Dietetics Administration 


On Operating a Special Service for 
OUTPATIENT DIETS 


owe FOR WAYS and means 
of extending the services of the 
hospital to the community is a con- 
stant task for hospital administra- 
tors. Although the excellent med- 
ical staff and laboratory facilities are 
available for adequate diagnosis 
and treatment, the number of hos- 
pital beds is limited. Questions for 
consideration are: “Need all of the 
people requiring medical care be 
hospitalized? Could they not be as 
adequately or even more satisfac- 
torily treated as outpatients?” 

With provision for dietary super- 
vision and meal service, ambulatory 
patients with diabetes, allergy or 
obesity, and others requiring die- 
tary care as a diagnostic aid, can be 
cared for satisfactorily as outpa- 
tients. We are convinced that this is 
a sound procedure. 

University Hospital has operated 
a small outpatient dining room for 
22 years. The food is prepared in 
the main hospital kitchen and sent 
to the serving kitchen in an elec- 
trically heated food cart. Trays are 
set up in this service kitchen and 


AT AN informal class for diabetic patients, a University Hospital 
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served directly to the patients in 
the dining room. 

During the past year, approxi- 
mately 6,500 meals were served to 
outpatients. The atmosphere in the 
dining room is pleasant. We believe 
the arrangement is beneficial psy- 
chologically because Mr. Blank who 
has diabetes and who associates 
with other ambulatory patients, 
tends to feel less like an invalid 
than if he occupied a bed flanked 
by seriously ill patients. Since the 
dining room is supervised by a die- 
titian who also has charge of food 
service to some of the hospitalized 
patients, the operating expenses to 
the hospital are not increased. 

Under this plan, patients living 
in this vicinity are oiten able to 
continue their work while under 
medical supervision in the outpa- 
tient clinics. Others, who live at a 
distance, obtain rooms near the hos- 
pital while they receive the neces- 





sary medical care and proper diet. 
In this way, many hospital beds 
that are ordinarily occupied by 
these people are available for 
acutely ill patients. 

This is by no means the only 
favorable feature of this plan. Our 
doctors feel it is a distinct advan- 
tage for patients with diabetes to be 
treated in the outpatient clinic, as 
they can be controlled more ade- 
quately when their activities ap- 
proximate their normal living 
habits. There is also a considerable 
financial saving to the patients, 
since care in the outpatient clinic is 
less expensive than hospitalization. 

Educating the patients to take 
better care of themselves at home 
is a prominent feature of clinic 
care. We believe in individual 
rights when it comes to planning the 
dietary regimes for home use. Indi- 
viduals differ widely in social eco- 
nomic, racial, religious and envi- 
ronmental circumstances. Most of 
these conditions cannot be altered 
appreciably. They all have a real 
bearing on the food habits of the 
individual. Since most therapeutic 
diets are modifications of the 
“normal” diet, it is possible and 
usually most advantageous to plan 
the new diet with as few alterations 
as possible. 

Doctors and nurses supervise 
prenatal patients meticulously and 


dietitian explains the carbohydrate equivalents of a slice of bread. 
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instruct them in hygiene and prepa- 
rations for the coming baby. In- 
structions regarding proper diet are 
given by the dietitian. While the 
patients with diabetes are being 
controlled by the doctors, they have 
the opportunity for daily instruc- 
tion. The nurse in the clinic weighs 
them each morning and gives them 
insulin as prescribed by the doctor. 
They can have individual dietary 
consultation as often as they wish 
with the dietitian in the diet ther- 
apy clinic. 
General information is taught at 
informal classes held six days a 
THE doctors feel it is an advantage for diabetics to be treated in the outpatient clinic week. For example, on one day the 
since they can be controlled better when their activities approximate normal living habits. doctor discusses problems related to 
diabetes; on another day the nurse 
discusses diabetic hygiene and dem- 
onstrates the methods of giving 
insulin and testing urine for sugar. 
On the other four days the dietitian 
explains (1) the importance of 
measuring foods carefully, (2) how 
to choose the required amounts of 
fruits and vegetables, (3) substitu- 
tions for bread, (4) substitutions 
for meat, and (5) methods of food 
preparation and preservation. By 
the last period, the patients are 
usually adept at writing their own 
diets. 

Several important purposes served 
by these classes are: 

First, questions often asked by 
one member may be of interest and 
value to the whole group. Timid 
members might not ask them be- 
cause they feel that they are trivial. 

SECOND, this general information 
can be conveyed to the whole group 
in the same amount of time it 
would take to give it to one person. 

Tuirp, demonstrations plus dis- 
cussions and group participation 
are effective teaching devices, mak- 
ing the new material seem easier 
and more real when several others 
are doing the same thing. 

A hospital with an outpatient 
dining room in conjunction with 
its clinics can offér a superb service 
to the community. More beds can 
be made available for seriously ill 
patients, if some of the ambulatory 
persons in need of dietary care are 
treated as outpatients. This allows 
a larger number of people to re- 
ceive medical care at one time and 
at little or no additional expense to 
the hospital. Outpatient care also is 
less costly to the individual than 
inpatient care. 
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AMBULATORY patients with diabetes and others requiring dietary supervision can have 
individual consultations with dietitians in the diet therapy clinic as often as they wish. 


EDUCATING patients to take better care of themselves at home is an important feature of 
the clinic program. Here a nurse demonstrates the procedure for testing urine for sugar. 
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DEXTROSE LV. 
(usually a good prescription) 


DEXTROSE WITH 
B- COMPLEX 


(always a better prescription !) 








WHY CUTTER VITADEX-B ? 


“By giving glucose, you push up the metabolism and 
the utilization of those vitamins which are necessary, 
without replacing them. As a result, the suspicion is 
growing that much of the disability and possibly part 
of the mortality following surgical operations is due 
to this effect on a patient with a low vitamin reserve 
at the time of operation.’’* 


That’s just where Cutter Vitadex-B bridges the gap— 
providing, in addition to dextrose, 4 major B factors— 
to kindle the’ spark necessary for effective metabolism 


of caloric intake. 


Vitadex-B is unique in that it contains not only the three 
respiratory vitamins (thiamine, nicotinamide, riboflavin) 


—but also pyridoxine. This last component has been 


*Sebrell, W. H., Jr., et al: J. Pediat. 22: 494-507, April, 1943 
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found to produce almost dramatic results in correcting 


extreme fatigue and muscular weakness. 


Note this advantage, too: With Vitadex-B, your patient 
undergoes only one infusion. Physician and hospital 


staff are involved in only one procedure. 


Next time you prescribe “‘Dextrose I.V.,” why not 
specify Vitadex-B—to 
fortify the therapy? 











——————— — = = Se 


Cutter ‘aboratories, Berkeley 1, Calif. 








The Small Hospital Gives 
DIET INSTRUCTION 


Tue saci nosprrat in’ rural 
cities has many responsibilities 
to the community, even though it 
does not have an organized outpa- 
tient department. If the hospital 
calls upon the community for fi- 
nancial aid, then it must give the 
maximum of service to the residents 
of the community. Dietary instruc- 
tion for outpatients is a service that 
falls into this category. 

In 1938 our hospital started giv- 
ing dietary instruction to patients 
referred to the dietary service by 
staff members. At first the service 
consisted largely of furnishing 
mimeographed diets, and _ briefing 
by the dietitian. This service was 
given without charge, knowing that 
it would be good public relations 
and would create good will for the 
hospital. The cost was low, as the 
dietitian had the diets on file and 
the only cost involved was for 
mimeographing. 

Later, when cases more difficult 
to manage came in, it was necessary 
to make a charge. Some patients 
needed observation, so as to control 
the amount, and instruction in the 
preparation of the food. The meals 
were prepared in the diet kitchen 
and served to the patient in the 
hospital. Usually this was done for 
six meals, which were served in two 
days, at a charge of five dollars. In 
the majority of cases, the charge 
was satisfactory to the patient. 

During the war years, the service 
was curtailed a great deal, because 
of the lack of necessary help in the 
dietary department, and the extra 
demands on the dietitian’s time. 
The service is now regaining the 
ground lost during the war, and we 
feel sure that before the end of the 
present year we will have as much 
of this type of work as we can 
handle. 

This program has a definite place 
in the hospital, both in the cities 
and the rural areas. It helps to free 
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beds for acutely ill patients by get- 
ting the dietary patient out sooner; 
these patients feel that they can 
come back for help if they need it, 
and their sense of security is im- 
proved. This program interests the 
outpatient in the hospital and its 
work in the community, and aids 
the physician in his work. As a re- 
sult of the program, the community 


has a service it can not get any 
other place. 

Hospitals have given dietary in- 
struction to inpatients for years; 
why shouldn’t they continue this 
service to the patient after he has 
left the hospital? It may be the 
means of more rapid recovery for 
that patient. 

Giving dietary instruction to out- 
patients is as much a part of out- 
patient service as x-ray therapy, 
physiotherapy, diagnostic x-ray, lab- 
oratory and emergency room serv- 
ice. If the general hospital is to be 
the center of community public 
health service, then it must give the 
maximum outpatient service that 
is possible with its facilities. 

Experience has shown us, and 
perhaps many others, that this 
service is valuable to the patient 
and the medical staff. If that is true, 
then it should follow that it is of 
value to the hospital itself. 





One Way 
COMPLAINTS 


Au RACES AND CREEDS are repre- 
sented, and all kinds of food habits 
are found at the Kansas City (Mo.) 
Tuberculosis Hospital, a 245-bed 
sanitarium located about eight 
miles from the city’s business dis- 
trict. 

Since the average length of stay 
is about nine months for each pa- 
tient, it was essential that some way 
be found to satisfy these patients 
so that the prescribed well-balanced 
diet would be taken. The dietitian 
and the head cook went to each 
patient and inquired about his 
ideas of the food as served, and his 
suggestions for improvement. The 
cook realized then that he was pre- 
paring food for individual patients, 
and that it was not impossible to 
fulfill many of their desires. 


Immediate changes in seasoning 
brought compliments from the pa- 
tients. From these rounds, the pa- 
tients learned more about nutrition 
and its part in the treatment of 
tuberculosis; they found out that 
the dietary department regarded 
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them as individuals and wanted to 
improve the menus. 

One of the dietary department's 
big problems had been the imper- 
fect way transient personnel had 
cleared the dishes. With the co- 
operation of Hal G. Perrin, former 
business manager of the Kansas 
City Health Department, a paper 
plate service for patients was 
started. The entire food service is 
in moisture and greaseproof paper, 
eliminating dirty dishes completely) 
and making trays lighter and easie1 
to handle. 

While the individual patient pre 
fers china, he is satisfied with paper 
service because two objectionable 
features—food particles left on the 
plates and the danger of cross-in- 
fection—are eliminated. 

These changes were good, but 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 





LOW COST 


SIMPLE 





Low cost @ Underwriter approved @ Simple to operate @ Only 1 
control dial e Safe, low-cost, heat @ Easy to clean @ Quiet and 
easy to move @ Excellent oxygen tent @ Fireproof construction 
e Ball-bearing, soft rubber casters @ Welded steel construction @ 
3-ply safety glass @ Full length view of baby e Simple outside 
oxygen connection e Night light over control e Automatic control 
@ Safe locking ventilator @ Safety locked top lid @ Both F. and C. 


thermometer scales @ Low operating cost @ No special service parts 


Write for detailed descriptive bulletin 





THE GORDON ARMSTRONG COMPANY 
Division LL-1 + Bulkley Building + Cleveland 15, Ohio 


Distributed in Canada by INGRAM & BELL, LTD. - TORONTO + MONTREAL + WINNIPEG « CALGARY « VANCOUVER 


Distributed in Latin America by GENERAL ELECTRIC MEDICAL PRODUCTS CO. «= cnicaGo 3, ILLINOIS 
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AT ITS second meeting, the patients’ committee visits the kitchen to inspect equipment. 


the problem was not solved com- 
pletely. The question of racial 
preferences still remained. The hos- 
pital has approximately 150 white 
and 50 Negro patients, and the 
same menu is served to both groups. 
Negro men were particularly vocal 
in their complaints; explanations 
by the staff as to the reasons for 
serving certain foods and not others 
did not satisfy the patients per- 
manently. 

It seemed impossible for them to 
realize that they were only a part 
of the hospital population and, al- 
though their opinions were valued, 
they alone could not set the menu 
pattern for the entire group. In an 
effort to illustrate this fact, we de- 
cided to have a representative from 
each ward meet weekly with the 
dietitian to discuss menu problems. 

This patients’ committee met the 
following Monday afternoon. Rep- 
resentatives were appointed by the 
superintendent for a term origi- 
nally set at one month, but now 
lengthened to two months. In se- 
lecting members, an effort was 
made to choose intelligent reason- 
able persons who would represent 
the entire ward rather than present 
only their personal views. 

During the first meeting the 
dietary budget was discussed, par- 
ticularly with reference to higher 
food costs. The hospital operates 
on a budget prepared one year in 
advance, and rising food costs had 
crippled the budget considerably. 
The availability of foods (still a 
problem in October) was con- 
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sidered in relation to specific food 
requests. Kitchen equipment and 
personnel were discussed, and the 
differences between food cooked in 
quantity as compared with home 
cooking were explained. 

The principles of menu planning 
with reference to nutritional re- 
quirements of both the healthy in- 
dividual and the tuberculous pa- 
tient, and the size, shape, color and 
flavor of foods used together were 
also on the agenda. The represent- 
atives were asked to repeat this 
information to their fellow patients 
and to ask for suggestions for menu 
changes. 


Inspect Kitchen 


The second meeting included a 
visit through the kitchen to inspect 
equipment and to present the sug- 
gested menu changes. Many sug- 
gestions were incorporated into the 
menu and others were discarded by 
the committee because of lack of 
equipment or budgetary deficien- 
cies. The rest of the meetings have 
been devoted to writing the menus, 
using suggestions from the patients 
themselves. The first committee set 
a pattern; now all new committees 
discuss the same problems at their 
first meeting and visit the kitchen 
at the second meeting. 

From these meetings have come 
many results, and probably the 
biggest one is the elimination of 
food complaints. With the excep- 
tion of a few complainers, the pa- 
tients are satisfied that their diet 
is the best we can give them, and 





as a result their intake is greater. 

When they are dissatisfied for any 
reason or have a new suggestion, 
the patients will tell their repre- 
sentative when he visits them during 
the week. The suggestion or com- 
plaint is then discussed and ac- 
cepted or rejected by the entire 
committee. The patient is happier 
because something has been done, 
and he feels that he has a part in 
the management of the hospital. 
Contentment is a vital factor in 
treating any long term illness and 
anything that can induce this feel- 
ing is worthy of an attempt. Certain 
foods that are preferred by the 
Negro patients have been served 
and have been tolerated by patients 
in the other wards, since the reason 
for serving these dishes has been 
explained. 

The Negro patients preferred 
spinach, turnip and mustard greens, 
corn bread, backbones and _pig’s 
feet. They requested these foods 
often, so we made these compro- 
mises: Spinach is served more often, 
but raw in the form of salads. Mus- 
tard and turnip greens will be 
served as the season progresses. 
Corn bread now appears at: least 
twice a week on the hospital menu. 

Since it is impossible to ob- 
tain backbones in large quantities 
through wholesale channels, the pa- 
tients were told about the situation 
and no longer request that food. 
Pork hocks were substituted for 
pig’s feet and have become one of 
the most popular meals with all 
patients. The other two compro- 
mises have been tolerated well by 
the white patients. 

In following this idea of a com- 
mittee, and in evaluating its useful- 
ness, it must be remembered that it 
can be of little help without the 
cooperation of the superintendent 
and dietitian, and without the in- 
terest and cooperation of the die- 
tary department personnel. 

The staff of the hospital is en 
thusiastic about the results obtained 
from the committee meetings. Co 
operative feeling between the pa- 
tient and the dietary department 
regarding the general house menu 
has been established, and has defi- 
nitely succeeded in solving the 
original problem of the Negro male 
patient: He now realizes that he is 
a part of the whole organization 
and has a definite role to play. 
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HE bibliography series, offered by The Curity Suture Labo- 
ratories, has been enthusiastically received since the appear- 
ance of the first volume —witness thousands of requests from 
surgeons all over the United States and in 28 foreign countries. 


Baver & Black, Dept. F7-7 
2500 S. Dearborn St., Chicago 16, Illinois 
Please send me, without obligation, bibliographies 


The series provides convenient reviews of five to twelve anal connate aeieee teeter. 


years’ literature on systemic disturbances affecting wound 
healing, as well as extracts chosen to be helpful and elucidative 
on contemporary surgical problems. For your copies, check 
the titles you wish. 
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Curity Catgut 
A WELCOME CONSTANT AMID PATIENT VARIABLES 
As the Curity bibliographies testify, the operative risk varies from 
patient to patient, depending on the type and degree of systemic 
disturbance. To help offset variability in patients, rely on a tested 
constant—the Balanced Quality of Curity Catgut. 


S 
S 


Name. 





7 
City. ot ee | ie 


] Protein in Relation to Surgery 
_| Diabetes and Surgery 
_| Geriatrics and Surgery 
[_] Jaundice and Surgery 
[| Obesity and Surgery 
[|] Anemia and Surgery 
| Acidosis, Alkalosis and Water Imbalance 
Surgery in Infants and Children 
Wound Disruptions in Surgery 
| Early Ambulation in Surgery 


| Wound Infections in Surgery 


Curity Catgut is predictable 
Balanced Quality comprises all the essential characteristics of fine 
catgut sutures—from precise absorption control to maximum tensile 
strength—with no one quality achieved at the others’ expense. The 
result is uniform, predictable performance—a welcome constant 
amid patient variables. For a greater margin of safety, specify 
Curity Sutures when next you operate! e 
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Suggested Methods for Lowering Costs Through Efficient Management 


EFFICIENT MANAGEMENT as. a 
means of reducing costs was the 
theme of the panel discussions at 
the Conference on Hospital Food 
Service held in Chicago, June 12. 

What does a manager who be- 
lieves in economy, simplification, 
specialization, standardization, and 
organization do to lower costs? This 
question was asked and answered 
by Helen Griffith of the Western 
Electric Company, Chicago, during 
her discussion of ‘‘Food Prepara- 
tion and Service.” 

The manager (1) believes in 
training the employee in the most 
efficient methods; (2) provides a 
standard for work, products and 
service, and (3) watches or super- 
vises production and service daily. 


Select Good Product 


Miss Griffith assumes that the 
quality of raw product best suited 
for the needs has been selected at 
the best price. She said it should be 
remembered that success of food 
preparation and service depends 
upon an adequate physical plan 
and a capable staff. 

Before the manager can train the 
employee in the best methods, she 
must first work out the easiest and 
most efficient method for the job. 
She should study the flow of work, 
methods of procedure, and utiliza- 
tion of equipment. 

Then she keeps a record of (1) 
general description of the task; (2) 
tools and equipment; (3) time re- 
quired; (4) knowledge required; 
(5) supervision required; (6) re- 
sponsibility of the worker, and (7) 
the working conditions. From this, 
new methods may be developed by 
eliminating, combining, rearrang- 
ing and simplifying. 

The manager may also determine 
why the labor cost is high and re- 
duce this cost by using new methods 
or improving the old methods. In- 
stead of bussing the dishes in the 
cafeteria, the customers may carry 
their soiled dishes and trays back 
to central racks. This new method 
will reduce labor costs. 

Following the job analysis the 
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manager posts a work schedule to 
show the employee all the details 
about the job. New tasks are shown 
to the worker step-by-step with a 
close follow-up to see that the task 
is performed correctly. 


The manager tries to make her 
workers specialists in their tasks, as 
a job repeated often will be done 
faster and easier. Likewise, job spe- 
cialization speeds up the task. For 
example, in salad preparation the 
employee who arranges trays with 
five or six salad plates on each, 
places lettuce on each plate and 
follows through by placing the sal- 
ad on the lettuce and then garnish- 
ing, will do the task faster than if 
one salad is completed at a time. 


Every kitchen manager should 
set up standards for cost and qual- 
ity of foods, says Miss Griffith, and 
then should take time to work out 
recipes and servings to fit these 
standards. In working out recipes 
it is often possible to prepare the 
product more cheaply and still have 
it desirable. 


When a recipe has been standard- 
ized, the dietitian should keep a 
record in two files—one for kitchen 
use and one for the office. Informa- 
tion needed on the kitchen card 
should include: (1) quantity of in- 





CORRECTION 


Through an editorial error in 
the June issue of Hospirats (‘In- 
fant Formulas, No. 2—Prepara- 
tion Techniques,” by Anthony 
J. J. Rourke, M.D., page 66) it 
was asserted that epidemic diar- 
rhea of the newborn could be 
eliminated if certain techniques 
were followed. The paragraph 
should have read: 

“The spread of epidemic diar- 
rhea of the newborn can be elim- 
inated in hospitals only if good 
standard techniques are followed 
carefully. When preparing in- 
fant formulas, the ultimate goal 
of every formula room should be: 
Standard technique; minimum 
equipment and effort; maximum 
speed and sterility.” 














gredients needed for a definite 
yield; (2) size of servings to be used 
to obtain that yield. (These may be 
controlled by size of ladle, cuts per 
can or weight in ounces) ; (3) num- 
ber of servings to be obtained, and 
(4) method of preparation. 

The information on the office 
card is the same except that cost is 
substituted for the method. The 
unit cost of each ingredient, total 
cost of the amount of each ingredi- 
ent used, the total cost of the recipe, 
and the cost per serving portion 
provide the information necessary 
for determining whether it is eco- 
nomical to serve that item at the 
selling price. It may be necessary 
to change the selling price, serve 
smaller portions, prepare the pro- 
duct less expensively, or decide not 
to serve the item at that time. 


Serving Portion Chart 


The size of the portions given 
on the recipe cards may be recorded 
on a serving portion chart for ref- 
erence by the servers. Before each 
meal the manager should demon- 
strate the size of the portions to the 
servers, and then check closely dur- 
ing the service period to see that 
correct amounts are served prop- 
erly. 

In some cases it is possible to por- 
tion out the food before serving 
time or to cut the portions. George 
Wenzel, a food consultant, says that 
he has seen food costs drop auto- 
matically 20 to 40 per cent when 
food managers have worked out a 
chart to standardize and control 
portions, and then checked the 
yields. 

Careful supervision will help to 
reduce waste. Food cannot be was! 
ed if it is not prepared, so only th: 
amounts necessary should be cooked 
A daily record sheet can provide 
information on how much to pre- 
pare. This sheet should contain 
the menu or items served, amounts 
prepared, amounts left over, num- 
ber of customers, and weather con 
ditions or special events. 

—MARGARET GILLAM 
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Hayt Collaboration Is a New Book 
ON HOSPITAL LAW 


Law OF HospPITAL, PHYSICIAN AND PATIENT. 
Emanuel Hayt, LL.B., and Lillian R. 
Hayt, M.A., J.D. New York, Hospital 
Textbook Company. 1947. 647 pages. 
$7.50. 

UBLICATION OF THIS latest discus- 
Puce of the medico-legal aspects 
of hospital administration will meet 
with the enthusiastic response it 
deserves. 

Most hospital administrators are 
familiar with the Hayts’ previous 
book, “Legal Guide for American 
Hospitals,” and will find that this 
new book is of even more help. It 
is not a revision; the subject matter 
has been outlined in an entirely 
different form and new material 
has been added. Citations of many 
cases adjudicated since 1940 are 
used as illustration. 

A helpful glossary of medical and 
legal terms, which increases the 
value of the text, has been ap- 
pended. A table of abbreviations 
is included to provide easier iden- 
tification of the sources of the cases 
cited. 

There are 31 chapters, and each 
one has been analyzed following the 
listing of the table of contents. This 
analysis, plus the detailed index, 
makes it possible for the reader to 
locate specific subjects easily. 

As Dr. Malcolm T. MacEachern 
comments in his section of the fore- 
word, administrators will be espe- 
cially interested in the chapter deal- 
ing with the appointment and con- 
trol of the medical staff. The right 
of the hospital to choose its own 
staff has been upheld by court de- 
cisions quoted in this section. Cases 
tried in courts in the various states 
are cited; this national coverage is 
somewhat broader than in the ear- 
lier texts. 

The authors have tried to clarify 
the responsibility of the hospital as 
apart from that of the physician 
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and vice versa. The master-servant 
relationship as found in the rela- 
tionship of the nurse to the hos- 
pital, and the intern and resident 
to the attending staff, is explained. 
The hospital can eliminate some 
of the legal difficulties that may 
arise and that are its sole responsi- 
bility by insisting on written con- 
sent for all operative procedures; 
proper checking in and out of pa- 
tients’ property; systematic inspec- 
tion of hospital equipment to locate 
defects, and adequate precautions 
against errors in filling pharma- 
ceutical prescriptions. 

On the whole question of liabil- 
ity the authors reiterate the stand 
taken by the courts. If the hospital 
has used care and judgment in hir- 
ing employees suitably trained for 
the positions they hold, the hospi- 
tal has discharged the major por- 
tion of its responsibility. 

A chapter on malpractice insur- 
ance describes the effect of carrying 
such insurance on the legal status 
of the hospital as a charitable insti- 
tution. 


Throughout the departments of 
the hospital and in all of its serv- 
ices to the patient, the importance 
of keeping careful and adequate 





Subscribers to the Index of Current 
Hospital Literature will be receiving 
Volume III, Number I, January 
through June, 1947, at the end of this 
month. This issue is the fifth to be 
compiled and published by the Bacon 
Library staff. 

It is hoped that publication of a 
cumulative volume to include all the 
entries so far indexed may be under- 
taken at the end of this year. Thus 
there would be but one alphabet to 
check for all articles appearing in the 
three year period, 1945 through 1947. 
Present subscribers to the index would 
automatically receive this cumulative 
volume. 














records is stressed. As evidence in 
court, these records can help save 
the hospital from possible adverse 
decisions. The hospital’s responsi- 
bility to the patient in the release 
of information contained in the 
record is clearly defined. The last 
six chapters are devoted to the sub- 
ject of records, including a dis- 
cussion of subpoenas and waiver of 
privilege. 

The increasing use of photo- 
graphs as an aid in medical research 
has made it necessary to state when 
and how photography should be 
permitted. The authors have listed 
eight such conditions in the chapter 
on photographs. 

The Hayts emphasize in the in- 
troduction that their book does not 
take the place of legal counsel; its 
purpose is to show the administra- 
tor how to avoid the pitfalls of 
liability. It will be used as a text in 
the subject in the university courses 
in hospital administration, thus 
orienting the prospective adminis- 
trator in hospital-medical jurispru- 
dence. Questions and problems sub- 
mitted to the authors by adminis- 
trators and attorneys following 
publication of the “Legal Guide” 
have been used as the basis for 
additional material used in the 
present volume. 

The book is thorough in_ its 
treatment, does not overwhelm the 
reader with unnecessary legal ter- 
minology, and affords easy refer- 
ence because of its arrangement. 
Footnotes are used throughout giv- 
ing in full the references quoted. 
In addition there is an index of 
cases cited and a bibliography of 
the books and articles used as ref- 
erences. 


New York City Survey 


THE MASTER PLAN FOR HOsPITALS AND 
RELATED FACILITIES FOR NEW York City. 
New York City, The Hospital Council 
of Greater New York. 1947. 62 pages. 


On April 22, the Hospital Coun- 
cil of Greater. New York presented 
the results of a survey to provide 
a sufhicient number and adequate 
distribution of hospital beds and 
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related facilities in the Greater New 
York area. These results were re- 
ported in seven talks by members 
of the council’s Planning Commit- 
cee. 

The Joint Hospital Board of the 
Postwar Public Works Planning 
Commission of New York State re- 
quested the council to carry out the 
survey of existing and needed facil- 
ities for New York City. This proj- 
ect has been carried out in connec- 
tion with the provisions of the 





Hospital Survey and Construction 
Act. 

Some of the conclusions reached 
included: Hospitals of less than 200 
beds are impractical for the New 
York area; four beds per 1,000 popu- 
lation are sufficient for general care; 
two beds per 1,000 population is 
adequate for long term illnesses— 
these beds should be units of general 
hospitals; facilities for the care of al- 
coholic patients without psychiatric 
complications should be considered 
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in the field of general care. Con- 
siderable research was done on the 
problem of sufficient beds for teach- 
ing the various medical specialties 
efficiently. 

Tabular information showing 
the results is worthy of study. 
Abandonment of 36 hospitals and 
parts of 16 more because of fire 
hazards is urged. 

The master plan indicates that 
1,600 additional beds for general 
care are needed. Future additional 
or replacement building should be 
done with the idea of making the 
accommodations flexible enough to 
adjust to the economic demands 
of private, semi-private and ward 
beds. 

The entire report contains many 
tables, charts and graphs to illus- 
trate the findings and recommenda- 
tions of the council. 


Caribbean Report 
CARIBBEAN MEDICAL CENTER. O. C. Wen 
ger, Senior Surgeon, U.S. Public Health 
Service. Washington, D. C., Caribbean 

Commission. 1946. 98 pages. 

Written in the form of a detailed 
report, Dr. Wenger describes the 
work of setting up a control center 
for venereal and other communica- 
ble diseases in the Caribbean area 
during World War II. 

Difficulties encountered seemed 
almost insurmountable, but by the 
end of the war such progress had 
been made that the Anglo-Amer- 
ican Commission for the Caribbean 
has been asked to consider the pos- 
sibility of establishing a West In- 
dian Medical School. The school 
would train workers needed to 
maintain the health of the popu- 
lation. 

The United States will maintain 
bases there for g5 years in accord- 
ance with the agreement signed 
with Great Britain at the start of 
the war. The American half of the 
Anglo-American Commission is in- 
terested in keeping the morbidity 
rate as low as possible to protect 
American personnel stationed 
there, and to serve as a defense 
against invading diseases from the 
south. 

Dr. Wenger has included public 
health codes, the texts of control 
laws, descriptions of equipment, 
buildings, and procedures. in the 
report. Following the report are 
pages of photographs showing the 
center in its different activities. Fol- 
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ing sterilizer, water sterilizer, and instrument sterilizer. 
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Every year sees more and 
more Prometheus Sterilizer in- 
stallations in the leading hos- 
pitals throughout the country 
..and the reason is simple. 
Over the years, the name 
Prometheus has become syn- 
onymous with the finest in hos- 
pital sterilization equipment, 
incorporating the latest in de- 
sign and the ultimate in oper- 
ating efficiency and economy. 
Join the ranks of the many 
satisfied users who have dis- 
covered the meaning of ’’Pro- 
metheus Preferred” by writing 


for full details now. 
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lowing them are reproductions of 
posters used in an effort to bring 
the people to the center. 


New Publication 
Tue REEsE Record. Volume I, Number I. 

April, 1947. Published by Michael Reese 

Hospital. Chicago. 54 pages. 

Michael Reese Hospital, through 
its Public Relations Department, 
will publish the Reese Record from 
time to time to present articles of 
lasting interest about the hospital. 
It will be distributed to the mem- 


bers of the community who have 
contributed to the work of the 
hospital. 

This first issue describes the ac- 
tivities of the hospital during the 
war. Fifty members of the staff 
served in one unit, the 16th Evacu- 
ation Hospital, set up by the hos- 
pital. Written in an interesting 
narrative style, the greater part of 
the book describes the experiences 
of the staff in this unit, which was 
stationed in Italy. Clever sketches 
by Dr. Harold Laufman accom- 
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pany the story. 

While these staff members and 
475 other employees served in var- 
ied military installations, those 
who stayed at home contributed 
much to the war effort by research 
and training, as well as by main- 
taining a high standard of care for 
the hospital’s patients. 

Particularly valuable contribu- 
tions were made in the develop- 
ment of blood and plasma storage, 
and transfusion at the Samuel 
Deutsch Serum Center. The last 
ten pages of the book list the vet- 
erans from Michael Reese Hospi- 
tal. 


Librarians’ Convention 


The 1947 National Convention 
of the Special Libraries Association 
was held in Chicago June 9-13. 
Members of the association who 
staff the libraries of industrial 
plants, pharmaceutical and chem- 
ical houses, banks, government and 
research groups, hospitals, nursing 
and medical schools, met to discuss 
the problems pertinent to librar- 
ies that confine their collections 
and service to one field. 

National groups and associations 
that maintain libraries for their 
members were represented at the 
Chicago meeting. On June 13, 
those registrants who were espe- 
cially interested in the health field, 
visited the libraries of the Amer- 
ican Dental Association, American 
College of Surgeons, American 
Medical Association and American 
Hospital Association, all located 
within a small area on Chicago’s 
near north side. 

On Thursday the librarian of the 
Bacon Library spoke to the hospi- 
tal and nursing group on the “Or- 
ganization of the Hospital and its 


. Interdepartmental Relationships.” 


During the discussion of official 

business, objectives and standards 
for hospital libraries, including serv- 
ice for patients, medical and nurs- 
ing staffs, were approved tentative- 
ly. he. 
The “American Library Associa- 
tion is meeting in San Francisco in 
July. At that time the Hospital Li- 
braries Division will discuss these 
standards which it drew up origin- 
ally, and the final draft will be pre- 
pared by a joint committee to help 
administrators in setting up or re- 
organizing library service in hos 
pitals. 
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A Progress Report on the Use of 
BLOOD FRACTIONS 


NE OF THE most {fascinating 
O chapters in medical history is 
the story of blood and its deriva- 
tives. Spectacular results have been 
produced from using blood and 
blood derivatives in modern ther- 
apy, but first attempts to use blood 
as a remedial agent, which even 
seem to antedate civilization, were 
decidedly unsuccessful. 

Early experiments in using blood 
were attempts to rejuvenate persons 
with debilitating conditions of old 
age. It was hoped this could be ac- 
complished by giving such a person 
the blood of a younger, more robust 
individual. Frequently, the donor 
was sacrificed in the attempt. 

For less prominent persons, the 
blood of a lower animal, usually a 
lamb, was used. In these early at- 
tempts at blood therapy, the blood 
often was given by mouth rather 
than intravenously or, in more des- 
perate cases, was injected into a 
body cavity. These early attempts 
to use blood were unsuccessful. 

There is some evidence from the 
writings of Libavius that blood 
transfusion was practiced by some 
around 1615. This is particularly 
interesting, since Harvey did not 
discover the circulation of blood 
until 1628. Despite these earlier 
reports, credit for the first success- 
ful blood transfusion should prob- 
ably go to Richard Lower, who 
performed such an operation in 
1665. 

At this early date there was com- 
plete ignorance of asepsis, blood 
compatibilities, blood types, the 
process of coagulation, and the true 
indications for transfusion. This 
lack of information with regard to 
the fundamentals of blood therapy 
resulted in so many more failures 
than cures that the procedure was 
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A. B. MITCHELL, M.D., M.P.H. 
MEDICAL DIRECTOR 
BLOOD PLASMA PROGRAM 
DEPARTMENT OF HEALTH 
LANSING, MICHIGAN 


soon abandoned by reputable phy- 
sicians. In Paris, a blood transfu- 
sion was made a criminal operation. 
No further work of consequence in 





THIS sTORY OF BLOOD has been 
written with the hope that a more 
general knowledge of the impor- 
tance of blood and its component 
parts in modern therapy will stimu- 
late an interest in programs de- 
signed to make blood and its deriva- 
tives available for use when and 
where needed. The Author. 


the transfusion of blood was car- 
ried on until early in the nine- 
teenth century. 

In 1818, interest in blood trans- 


fusion was revived by an obstetri- 
cian, James Blundell. He developed 
a technic for blood transfusion and 
used it in the treatment of women 
who had severe hemorrhage in 
childbirth. In the treatment of 
hemorrhage Blundell had a true 
indication for transfusion and, in 
a number of instances, his proce- 
dure met with striking success. It 
was Blundell’s work that stimulated 
an interest in blood transfusion 
among American physicians. 

During the last quarter of the 
nineteenth century, the use of blood 
transfusions became more frequent. 
Certain indications for the use of 
whole blood became recognized, 
and considerable effort was _ ex- 
pended toward the development of 
technics of administration. The 
greatest stumbling block at this 
time was the power of blood to 
coagulate. Because there was no 
known way to overcome this prob- 
lem at that time, and because olf 
frequent transfusion reactions from 
unrecognized incompatibilities, the 
procedure of blood transfusion 
again lost the confidence of physi- 
cians. 

Probably the greatest single im- 
petus to the use of whole blood 
transfusions was Landsteiner’s dem- 
onstration of blood types and their 
relationship to transfusion reac- 


IN ORDER to supply Michigan's residents 
with blood plasma and other derivatives 
of blood, the State Department of Health 
has organized a mobile clinic to collect 
blood. Facilities for the production of 
these derivatives have been developed at 
Lansing where the bottles of plasma are 
packaged like this before distribution. 









tions in 1900. This work was fur- 
ther developed by Costello, Sturli, 
Jansky and Moss. The problem of 
blood type incompatibilities was 
solved, and the greatest hazard of 
blood transfusion eliminated. 
This still left unsolved the prob- 
lem of preventing coagulation of 
blood. It was not until after 1914, 
when Hustin reported experiments 
with sodium citrate and glucose as 
an anticoagulant, that blood trans- 
fusion came into general use. The 
usefulness of citrated whole blood 


was established during World War I 
and its use was universally adopted 
after the war. 

During the interval between 
World Wars I and II, a great deal 
was learned regarding certain fun- 
damental physiologic principles of 
circulating blood. ‘The importance 
of blood volume, the oxygen car- 
rying function of the red blood 
cells, the maintenance of a normal 
protein balance, and the presence 
of immunologic factors in the blood 
became better known. This infor- 

















Most germicides are sujtied 
in the concentrated form and 
must be diluted before using. 


The ‘“Use-Dilution’’ deter- 
mines the actual cost of the 
germicide—rather than the 
cost per gallon of the concen- 
trate. 


Hospitals find STAPHENE 
decidedly more economical. It 
supplies more gallons of ef- 
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WHERE FOR COMPLETE 
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e Surgical instruments and sick 
room receptacles. 


e Bed linens, sleeping gar- 
ments, towels, dressings and 
rubber articles ... 


e Floor, furniture and walls... 
AND, wherever a disinfectant 
is required. 


Write for Information. 


VESTAL ” 


fective ‘Use-Dilution” per 


CRESYLIC ACID ounce of concentrate. Due to 
DISF. COEF. 5 


e You use just half 


its high phenol coefficient as 
little as 2/3 ounce (20 c.c ) of 
STAPHENE per gallon of 
water provides a_ solution 
powerful enough to destroy 
resistant, infection-producing 
bacteria. 


STAPHENE is absolutely safe—non- 
caustic and non-injurious to skin in 
use dilutions. High germicidal effective: 
ness, low toxicity (1/6 as toxic as Cresy- 
lic Acid Disf Coef. 5) plus low cost of 
use-dilutions makes STAPHENE the 
logical choice of hospitals throughout 
the country Order some now. 


ST. LOUIS NEW YORK 











mation provided additional defi. 
nite indications for blood trans. 
fusion and placed the procedure on 
a more rational basis. 

World War II provided the im- 
petus for further investigations into 
the use of blood. The armed forces 
needed a more stable product than 
citrated whole blood for the emer 


“gency treatment of traumatic shock 


with little or no hemorrhage. In 
pursuit of this objective, Dr. Edwin 
J. Cohn of Harvard and his co- 
workers produced blood plasma. In 
the dried form, as prepared for the 
armed services, blood plasma re- 
tains its beneficial properties for at 
least five years. Not satisfied with 
this accomplishment, Dr. Cohn con- 
tinued his studies and developed a 
technic for breaking down blood 
plasma into its components. 


Spectacular Results 


The results obtained with the use 
of these varied blood derivatives 
have been so spectacular that a 
trend has developed toward careful 
determination of each patient’s 
need for blood, and of meeting 
these needs with the particular 
blood derivative indicated. In most 
conditions associated with shock, 
there is a loss of blood plasma; this 
loss is replaced best and the condi- 
tion is corrected best by the use of 


* blood plasma. 


The loss of red blood cells in 
anemia may be replaced with red 
blood cells that have been separated 
from the plasma portion of the 
blood and resuspended in saline. 
With the use of resuspended red 
blood cells, the person suffering 
from an anemia has his blood cell 
deficiency taken care of, and the 
plasma is saved for the benefit of 
someone else. 

The protective bodies against 
communicable disease found in the 
blood occur in the derivative known 
as gamma globulin. As little as one 
or two cubic centimeters of this 
blood derivative has been found to 
be sufficient to modify measles in a 
child. Its usefulness in the control 
of other communicable diseases is 
being studied. 

Serum albumin, another of these 
blood derivatives, is being used in 
treating diseases in which edema 
occurs, and in other diseases in 
which there is a deficiency of blood 
serum albumin. It acts to increase 
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ELECTRIC PNEUMATIC ELECTRIC and PNEUMATIC 
— 
_ 


THE chart tells the story! Only Minneapolis-Honeywell can supply a complete 
line of both electric and pneumatic controls to meet the exacting requirements of hospitals. 
Controls can be installed in private rooms, wards, operating rooms, nurseries, preparation 
rooms and incubators, permitting individual temperature and humidity regulation in each. 
Recording, controlling and indicating instruments are available for various applications 
such as boiler room, laundry, kitchens, therapy and allergy rooms, sterilizers and laboratories. 
This means that you can place full responsibility for all phases of automatic control in 
a single manufacturer. And Honeywell maintains a nation-wide staff trained to provide 
service from plan stage throughout the life of every installation, electric or pneumatic. 








Backing this comprehensive operation is the Honeywell reputation for dependable 
performance, established for over 60 years. Ask your architect or heating engineer for 
information or write for the new catalog “Automatic Controls for the Modern Hospital.” 
Minneapolis-Honeywell Regulator Co., Minneapolis 8, Minn. In Canada: Toronto 12, Ontario. 
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and maintain the osmotic pressure 
of the blood, which tends to hold 
fluids in the blood vessels and at- 
tract them from the tissues. It has 
proved most desirable in the treat- 
ment of nephroses. 

These are only a few of the blood 
derivatives that have been produced 
and used in medicine and surgery. 
There are many others. All of them 
are being studied in their relation 
to disease processes with every ex- 
pectation that many additional uses 
will be found for them. 

There are also disease conditions 
whose proper treatment requires 
relatively uncommon combinations 
of blood factors. Erythroblastosis, a 


disease of the newborn, premised 
on incompatibilities of the parents’ 
bloods, illustrates such a condition 
in which the life of the baby is 
dependent upon the use of type O, 
Rh negative blood. 

The problem, today, in meeting 
these requirements for blood and 
its derivatives, is one of finding suf- 
ficient donors. In Michigan, 50,000 
volunteer donors will be required 
annually to meet the demands for 
blood plasma and other blood de- 
rivatives alone, and it is with this 
problem that the Michigan Depart- 
ment of Health is concerned. Lo- 
cal communities can work out their 
own arrangements for the provision 
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of whole blood, but alone they can- 
not produce other blood products. 
In order to supply the people of 
Michigan with blood plasma and 
other blood derivatives; the Michi- 
gan Department of Health has or- 
ganized a mobile clinic for the col- 
lection of blood and developed 
facilities at Lansing for the produc- 
tion of blood derivatives. These 
facilities are now available to any 
community in Michigan interested 
in having blood products available 
in its hospitals and willing to pro- 
vide the volunteer blood donors 
essential to their production. 





CURRENT HEALTH 
CONDITIONS 











A statement from the Division of Public 
Health Methods, U. S. Public Health 
Service, through the month of May 1947. 


Influenza—During March and most of 
April the incidence of reported cases of 
influenza was at a level approximately 
ten times that observed in the corre- 
sponding months of the previous four 
years, but during May 1947 the numbei 
of new cases was approximately two- 
thirds higher than the average for May 
of the four preceding years. 

Whooping cough — During 1947 re 
ported cases of whooping cough have 
been running consistently higher than in 
the corresponding weeks of 1946 and 1944 
and, with the exception of a few weeks, 
higher than in 1945. The cumulative 
number of cases reported for the first 22 
weeks of 1947, however, is almost go per 
cent below the same period in 1943. 

Unlike most of the respiratory diseases 
in latitudes north of the equator, whoop- 
ing cough generally reaches its seasonal 
maximum in July or August, though the 
seasonal cycle is not nearly so marked as 
in the case of measles, scarlet fever or in- 
fluenza, for example. Consequently, the 
trend of incidence during May is usually 
a very gradual upward one. 

Poliomyelitis—From January through 
the month of March of this year, the in- 
cidence of reported cases of poliomyelitis 
remained higher than in the same months 
of the preceding four years. In April it 
was lower than April 1945 and 1946, but 
higher than April 1943 and 1944. This 
same relationship held true during May, 
and the cumulative number of cases for 
the year through May 31 was slightly be- 
low the corresponding period for 1946. 

Other reportable diseases — Menin 
gococcus meningitis has passed the top of 
a cycle that reached its peak in 1943 and 
1944. Previous peaks had been observed 
in 1917, in 1928-1931 and in 1935-1936. 
During 1947 the reported incidence has 
been quite consistently below that for 
1946. Reports of measles and scarlet fever 
indicate that the country as a whole is 
experiencing less than normal morbidity 
from these diseases. 
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Purchasing 


May Wholesale Price Index Shows 
MORE INCREASES 


| ce LOOKED at last month’s 
wholesale commodity price in- 
dex and shied away. No one cared 
to make a prediction from the fig- 
ures. 

Wholesale commodity prices on 
May 31 hit their highest level since 
mid-April, showing a .41 per cent 
increase over figures for April 26. 
They were 32.7 per cent above 
prices of a year ago. This will 
dampen elation over April’s 1.2 per 
cent rise in the purchasing power 
of the hospital dollar—the first in- 
crease in dollar value since last 
September. The April dollar was 
worth 67.7 cents, compared with 
66.9 cents in March. These figures 
are based on a _ dollar-for-dollar 
value in 1926. 


Prices fluctuated in May. They 
didn’t seem to follow any particular 
trend. For a while, it looked like 
they would come down, but they 
finally took the opposite route. The 
result: May 31 wholesale commod- 
ity prices were up 0.4 per cent from 
May 3 figures. 

The April price of coal kept fuel 
and lighting materials a little above 
their 1926 values. This category, 
while up from March, is still the 
nearest to normal. Gas and electri- 
city are still below 1926, helping to 
balance coal prices. Based on a 100 
figure for 1926, fuel and lighting 
materials showed an April index of 
103.4. This gives the April fuel and 
lighting dollar a purchasing power 
of 96.6 cents—a 2.6 cents drop from 
March. 

In April, the wholesale dollar’s 
purchasing power was rated at 56.4 
cents for farm products, 61.5 cents 
for foods, 71.8 cents for textile pro- 
ducts, 51.3 cents for cotton goods, 
and 55.2 cents for drug and pharma- 
ceutical materials. All these figures 
represent dollar-value increases 
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over March. Purchasing power of 
the dollar dropped for building 
materials (55.9 cents in April com- 
pared to 56.3 cents in March). 
General optimism over these 
April figures is overshadowed by 
the price rises of May. Observers 
feel that perhaps prices are at last 


becoming stabilized, but that they 
will fluctuate from time to time. 
No one will offer a_ prediction, 
though. 

The Bureau of Labor Statistics, 
meanwhile, reports another angle: 
While many prices remain high, 
quality of product is improving. 
Duiing the war, many firms kept 
their old prices but lowered the 
quality of their product. This situa- 
tion is reversing itself today. This 
may be considered a form of price 
reduction, but the Bureau of La- 
bor Statistics has no way of record- 
ing it. 





Weekly Index Numbers of Wholesale 


June1 May 3 
COMMODITY 1947 


All commodities 146.7 
All foods 162.7 
Dairy products 147.7 
Fruits and vegetables 143.9 
Meats 204.2 
Cereal products 151.3 
Anthracite Coal 112.8 
Bituminous Coal 150.0 
Electricity 64.9 
Gas , 84.2 
127.5 
189.1 
174.7 
178.5 
135.4 
113.5 
27133 
174.6 
116.5 
127.7 
143.9 


Cotton goods 

Drugs and pharmaceuticals....112.4 
All building materials 

Brick and tile 


Paint and paint materials 
Plumbing and heating materials 
Structural steel 

Other building materials 


Source: Bureau of Labor Statistics. 


May 10 
1947 


203.9 


273.5 


144.1 
The weekly index is calculated from a one-day-a-week price. It is designed as an indication of 
week-to-week changes end should not be compared directly with the monthly index. 


TABLE 1-A MAY LOSS 


Prices — 1926 = 100 


% Change 

1/4/47 6/1/46 
May 17 May 24 May 31 to to 

1947 1947 1947 5/31/47 5/31/47 
+32.7 
+44.5 
+24.6 
+ 0.9 
+84.2 
+52.9 
+ 7.7 
+15.9 
— 5.8 
+ 6.7 
+14.6 
+40.1 
+54.0 
+39.3 
+11.7 
+11.0 
+58.8 
+55.5 
+19.0 
+ 6.3 
+25.1 


146.9 
160.3 
146.2 
140.2 
204.0 
150.8 


147.4 
161.6 
146.5 
142.9 
204.5 
152.8 
112.3 


147.0 
161.1 
146.0 
141.9 
204.4 
152.0 
112.5 112.2 112.3 
150.1 150.1) 150.1 
64.9 65.7 65.7 
84.8 848 84.8 
127.5 127.6 127.6 
189.1 192.2 192.0 
173.9 173.7 173.1 
178.6 177.4 177.0 
135.4 135.4 135.4 
114.0 114.0 114.0 
272.8 272.8 
169.0 166.9 
116.5 116.5 
127.7 -127.7 
144.2 144.2 


+ 6.0 
+ 3.3 
—16.2 
+11.0 
+12.3 


146.7 
161.1 
146.9 
141.7 


150.6 


174.2 
116.5 
127.7 


+79 
+11. 
+ 63 
+ 9.4 








April April 
COMMODITY 1935 1937 
All commodities 80.1 88.0 
Farm products 80.4 92.2 
84.5 85.5 
69.2 79.5 
81.8 95.1 
72.8 76.8 
84.6 96.7 
77.3 91.8 
77.5 88.7 
23 89.5 
87.4 


Textile products 

Cotton goods 

Fuel and lighting materials. . 
Building materials 

Drugs and pharmaceuticals. . 
Raw materials 
Semi-manufactured articles. . 


$1.248 $1.136 
Source: Bureau of Labor Statistics. 





$1.312 


TABLE 2—AN APRIL GAIN 


Monthly Index Numbers of Wholesaie Prices — 1926 = 100 


April April April April 
1939 1941 1943 1945 
76.2 83.2 103.7 105.7 
63.7 74.4 123.9 129.0 
68.6 77.9 108.4 105.8 
66.9 81.0 97.4 99.6 107.9 
63.4 86.8 112.6 119.7 137.6 
73.4 72.9 8066 83.5 86.1 
89.6 100.1 1410.3 117.1 126.5 
77.4 97.5 106.1 106.8 112.4 
68.5 77.55 112.8 116.8 122.2 
74.4 85.1 93.1 95.0 101.1 
80.1 85.5 100.6 101.8 105.5 


April 
1947 
147.7 
177.0 
162.4 
139.2 
194.7 
103.4 
178.8 
181.0 
160.1 
144.5 
141.9 


April 
1946 


110.2 
135.4 
110.8 


$1.202 $.964 $.946 $.907 $.677 
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Concrete Ma ry Provide Economical 


X-RAY PROTECTION 


 haledesm administrators have 
long been aware of the dangers 
posed by x-ray radiations. They 
also have been aware of the con- 
struction expense for protection 
against these rays. Since 1913, so 
has the National Bureau of Stand- 
ards. For even at that time, before 
the days of high voltage equipment, 
escaping radiation was causing seri- 
ous burns. 

Today, with x-ray power meas- 
ured in the hundreds of thousands 
volts, or even in the millions, hos- 
pitals are faced with a serious and 
costly protection problem. That is 
where the Bureau of Standards 
comes in and that is where con- 
crete comes in. 

For in a high voltage x-ray lab- 
oratory in Washington, government 
scientists are experimenting with 
concrete as a protection against 
radiation. Using x-ray tubes that 
operate at 1,500,000 volts, scientists 
are trying to determine the exact 
thickness of concrete needed to stop 





THE TARGET end of the x-ray tube, 28 feet in length, extends into 
the heavily insulated target room. X-rays emitted are deflected down- 
ward through the concrete barrier into the pit to register penetration. 


86 


rays of a given power completely. 

Thirty-four years ago, the bureau 
began its study of radiation haz- 
ards. In 1927, after introduction of 
200,000 to 250,000 volt deep ther- 
apy tubes, the bureau expanded its 
x-ray activities. 

Two major problems were con- 
sidered: (1) measuring x-ray dos- 
age, and (2) the study of x-ray pro- 
tection hazards and establishment 
of principles to be used in their 
elimination. 

Lead has long been used as x-ray 
protection. For 200,000 volt equip- 
ment, a room for diagnostic pur- 
poses must be lined with 1/16 of 
an inch of lead. Deep therapy in- 
stallations require 3/16 to 14 of an 
inch. Considering that a 4 inch 
wall of lead weighs 16 pounds per 
square foot, such protective shields 
are massive and costly. 

In the early 1930's, 400,000 volt 
x-ray tubes were put into use for 
medical purposes. ‘This required a 
54 inch lead wall. To combat costs, 





less expensive concrete was sug- 
gested and tried. At first, concrete 
walls were installed by guess meth- 
ods. Then the bureau found ways 
to decrease wall thickness and still 
maintain a high level df safety. One 
method was to concentrate the x-ray 
beam so as to minimize scattered 
rays. 

Then power again rose, this time 
to one and two million volts. Re- 
sult: New problems in protection. 
The bureau found that all second- 
ary x-rays could be stopped by an 
ordinary reinforced concrete wall 
8 to 12 inches thick. A 12 to 18 inch 
wall is needed to stop the direct 
beam. Experiments are continuing 
and the bureau feels that concrete 
may come into more general use 
as power increases. 

Not many hospitals use x-ray 
voltages as high as 1,000,000—per- 
haps two dozen or a few more, ac- 
cording to bureau officials. About 
100 hospitals use 400,000 volt 
equipment and hundreds operate 
at 200,000. 

In hospital construction, the eco- 
nomics of concrete vs. lead are con- 
siderable, these officials feel. They 
point out that a wall of concrete 
can be built as part of the struc- 
tural plan. It provides structural 
strength as well as cheap x-ray pro- 
tection. With the old method, struc- 
tural installations are needed to 
hold up the lead. 























CONCRETE slabs, six inches thick and of accurately determined mix, 
are bombarded with million-volt x-rays. By varying layers between the 
target and the pit, scientists determine effectiveness of these barriers. 
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... Dut the convalescence a failure 


Despite successful surgery, recovery is sometimes prolonged by 
failure to fortify the patient nutritionally against preoperative, 
surgical, and postoperative stress. Especially vulnerable to the 
ordinary demands of these states of stress are the water-soluble 





C and B factors intimately involved in normal cell metabolism 
and reparative processes. 

Cebefortis*, as a preoperative precaution and a postopera- 
tive aid to healing and convalescence, helps assure adequacy of 
ascorbic acid and the five major crystalline B complex factors. 


ie 4 
Thiamine Hydrochloride (B,;). . . . . 5.0 mg. 
iit ss ll ce a Or IS 
EACH CEBEFORTIS Pyridoxine Hydrochloride (Bs) . . . . 1.5 mg. 


TABLET PROVIDES : Calcium Pantothenate. .... . .25.0 mg. *Trademark Reg. U. S. Pat. OF 
Nicotinic Acid Amide (Nicotinamide) . . 50.0 mg. 
Ascorbic Acid (C) . . . . . . . 150.0 mg. 





Upjohn 





Recommended daily dose: 2 tablets orally. FINE PHARMACEUTICALS SINCE 1886 KALAMAZOO 99, MICHIGAN 
Cebefortis is available in bottles of 100 and 500. 
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Centralized Control Needed for 


VOLUME PURCHASE 


HE PURCHASER Of hospital sup- 
+ wert is responsible for one of 
the most difficult assignments in 
the purchasing field. Because of the 
broad scope of the materials that 
he purchases regularly and because 
of the scientific and technical na- 
ture of many hospital items, the 
competence and skill required of 
the hospital buyer exceeds that for 
any other institutional group. 

For years organized hespitals 
have been taking steps to set up 


DEWEY H. PALMER 


RESEARCH DIRECTOR, HOSPITAL 
BUREAU OF STANDARDS AND SUPPLIES 
NEW YORK CITY 


standards of quality to be used by 
the purchasers of hospital supplies. 
Emphasis is being placed upon 
quality standards, the meaning of 
specifications, and the need for 
adapting them to hospital buying. 
The importance of quality control 
as a function of the purchasing de- 
partment is being made an integral 





BACTERIOLOGICAL tests are used to measure effectiveness of germicides and disinfectants. 


part of college and university 
courses in hospital management. 

Unfortunately the sources of in- 
formation on standards and quality 
have been used too seldom. Few 
institutions now purchase products 
on a strictly quality definition basis. 

The definition of buying indi- 
cates the extent of the problem. It 
is “the procurement of all necessary 
supplies and equipment in sufficient 
quantity and of the required qual- 
ity at a cost that will enable the 
institution to operate at a high 
level of efficiency and economy.” 
Further definition requires a de- 
tailed examination of some of the 
points to be considered. 

Volume buying is the most im- 
portant single factor to be consid- 
ered. Its implications are manifold. 
The best prices can be had only 
when supplies and equipment are 
purchased in large volume. To buy 
sufficient quantity, the hospital 
must have reliable sources of sup- 
ply and adequate storage facilities 
to meet all needs over a specific 
period of time. 

Large volume buying in turn 
requires centralization of the pur- 
chasing function with the elimina- 
tion of purchasing by individual 
departments. Emergency small or- 
ders must also be eliminated. 

A second important point cen- 
ters in the factor of quality. ‘These 
things must be considered: What 
quality is required? How is quality 
defined? How can quality be ob- 
tained? It is impossible to obtain 
competitive prices without precise 
definitions of quality that may be 
submitted to the vendor at the time 
price estimates are requested. 


Quality Control 


There are four major aspects to 
quality control: (1) determining 
what quality is needed for a par- 
ticular service, (2) defining that 
quality as precisely as possible, (3) 
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NEED ANY.SAFETY PINS TODAY? 


or straight pins, or blanket pins, or gauze, or cotton, or tongue 
blades, or razor blades, or liquid soap? 


NEED AN OPERATING TABLE? 


A Mont R. Reid, or a Senior, or an examining table, or an 
EEN &T chair or table, or an X-Ray G. U. table? 


NEED ANY RUBBER GLOVES? 


or catheters, or rectal tubes, or ear syringes, or crutch tips, or 
tubing, or sheeting, or ice caps? 


NEED AN O. B. BED-TABLE? 


or an incubator, or a bassinette or nursing bottles, or a 
resuscitator, or a truss, or bath thermometer? 


NEED ANY INSTRUMENTS? 


or syringes, or needles, or forceps, or knives, or probes, or 
clamps, or repairs, or microscopes? 


NEED ANY CHART DESKS? 


or nurses stations, or inset cases, or chairs, or lamps, or work 
tables, or bowl stands, or charts, or sterilizers? 


See the WOCMOUS Man 


IF THE HOSPITAL USES IT, HE CAN SUPPLY IT! 


That's the truth! Your Wocher man has access to He is proud of his Wocher affiliation for he knows 
everything needed in the modern hospital. He is his firm not only as one of the world's largest com- 
trained to make suggestions that are helpful in the plete hospital supply houses, but as an outstanding 
selection of the right size or color or model. manufacturer of its own line of equipment. 


¢ TO ARCHITECTS - 


We offer, without obligation, our vast experience in the planning and equipment of some 
of the world's finest hospitals, large and small. 














9 





Makers and Distributors of fine hospital furniture and instruments, dressings, sundries, 
rubber goods, enameled and stainless utensils. 


609 COLLEGE ST. CINCINNATI 2, OHIO 
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checking the products delivered 
against the requirements, and (4) 
following the product after it is 
placed in service to determine how 
well it performs the function for 
which it was purchased and the 
length of its serviceable life. 

Who should determine the qual- 
ity required? The answer to this 
depends upon the nature of the 
product. Usually the competent 
purchasing agent will know the 
quality needed with sufficient ac- 
curacy to write his own specifica- 
tion. In other cases, particularly for 
complex medical and surgical items, 
the question should be referred to 





a medical staff standards commit- 
tee. It should have the power to 
establish minimum standards of 
quality. Once such standards are 
prepared they should be adopted 
for all purchases of like equipment. 

Any special requirements _ re- 
quested by the professional staff 
should be referred to the commit- 
tee for consideration. Many hospi- 
tals now have prepared their own 
formularies under the direction of 
the pharmacist and a_ pharmacy 
committee. Such formularies limit 
the drugs and pharmaceuticals pur- 
chased by the hospital to those hav- 
ing definite therapeutic value. This 































































eliminates much duplication and 
wrong orders for special proprie- 
tary products by individual physi- 
cians. This same procedure can be 
followed by standards committees 
on medical and surgical supplies, 
housekeeping, kitchen, laundry 
and engineering supplies. 

A specification is nothing more 
than a precise definition of a pro- 
duct; it describes those qualities 
important to its use. Once a specifi- 
cation has been established, the 
purchasing agent is in a position 
to ask for bids from all suppliers 
who can supply equal or nearly 
equal quality. Without a specifica- 
tion it is difficult, if not impossible, 
to obtain bids on similar products. 


Define Quality Factors 


To illustrate, consider one item, 
rubber gloves, for example. A 
standards committee should be able 
to define all of those quality fac- 
tors of a rubber glove which are 
important to a surgeon and to a 
nurse. Such factors are now covered 
precisely by a federal specification 
for surgeons’ gloves. With such a 
definition or specification agreed 
upon, the purchasing agent can ask 
for bids without reference to spe- 
cific brand names. . 

Until hospitals can order all major 
types of products on this basis (in- 
cluding syringes, thermometers, cat- 
gut, cotton, surgical dressings and 
surgical blades) they will continuc 
to pay excessive prices for propric- 
tary names which may or may not 
meet minimum standards of quality. 

The author believes that the per- 
sonal preferences of surgeons, head 
nurses, housekeepers, laundry man- 
agers and engineers must be dis- 
regarded and purchasing based on 
definitions of quality if buying is to 
be both efficient and economical. 

The buyer must not assume that 
once a specification is established 
the products actually delivered will 
meet all the 1equirements as defined 
in the specification. Samples should 
be selected from every large ship- 
ment and measured and_ tested 
against the requirements. It should 
be clearly stated when orders are 
placed that goods failing to meet 
the specifications will be returned 
or invoices will not be honored. 
Such policies and procedures are 
followed regularly by large indus- 
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trial buyers, federal, state, and mu- 
nicipal buyers. In too many cases 
hospitals now receive second and 
third grade goods at top grade 
prices because they fail to define 
the quality required and check the 
quality of the goods received. 

Scientific buying can be carried 
out with maximum efficiency only 
when it is centralized and under 
the control of one purchasing agent. 
With three or four persons in an 
institution buying for their own 
departments, quality definitions will 
not be prepared, contact with ven- 
dors will be limited, and excessive 
prices for small quantities of pro- 
ducts of unknown quality too often 
will be paid. 

It is conservatively estimated that 
centralized purchasing with quality 
control will save an institution from 
15 per cent to 20 per cent on the cost 
of its supplies. Any hospital adminis- 
trator with this fact before him can 
readily estimate the total savings 
involved in the purchase of sup- 
plies for his institution to deter- 
mine how much he can afford to 
pay a competent purchasing agent 
to do all or the major part of the 
buying for his institution. 





SURPLUS PURCHASING 


All changes in procedure that 
have developed in the War Assets 
Administration’s surplus property 
disposal program were reported in 
Washington Service Bulletin No. 
74. The Bulletin was sent to all 
Association members May 28. 

The bulletin states that although 
many classes of goods are scarce, 
the special discounts now granted 
for many others will make surplus 
buying a highly economical prac- 
tice. It warns that surplus buying 
is still an involved procedure, then 
outlines detailed steps for avoiding 
difficulties. 

In appendixes to the bulletin are 
listed: The priority claimants divi- 
sion chiefs in regional offices, loca- 
tions of customer service centers, 
and selected items available at a 
95 per cent discount. 

The bureau advises that previ- 
ous bulletins (Nos. 57, 62, 63 and 
64) are to be discarded. Procedures 
outlined were cleared by officials of 
the War Assets Administration. 

(For additional information on 


surplus property see Federal, Ad- 
ministrative, page 104, news sec- 
tion.) 

BUY FUEL EARLY 


Hospital purchasing agents were 
cautioned last month that they 
should buy early if they are to fill 
fuel needs for the coming winter. 
The lack of transportation is cited 
by economists as a contributing fac- 
tor. There is a current shortage of 
barges, tank cars and tankers. 

Economists urge an early stock- 
piling of coal. Anthracite coal prob- 
ably will be scarce in grades and 
sizes needed for heating, while bi- 
tuminous coal should be easier to 
get, they stated. Coal cars are still 
scarce, and many freight trains will 
be loaded with the expected billion- 
bushel winter wheat harvest. 

Fuel oil will be another sought- 
after product later in the year. At 
St. Louis last month the American 
Petroleum Institute was told that 
the nation faces a possible 10 per 
cent shortage of its fuel require- 
ments this year. The shortage prob- 
ably will be most acute in the north- 
ern states of the Mississippi valley, 
and in the northeastern Atlantic 
coast states. 


RATIONING OVER 


Another of the few remaining 
wartime business controls was 
dropped during the past month. 
Secretary of Agriculture Clinton J. 
Anderson ended sugar rationing 
for household consumers, hospitals, 
restaurants and other institutional 
users effective June 12. 

Rationing for industrial users 
and control over the price of sugar 
still remain. Unless Congress or the 
Secretary of Agriculture take ear- 
lier action, all control must be 
dropped by October 31. 

Sugar rationing was begun May 
5, 1942. It was the first major item 
to be rationed during the wartime 
food distribution control program. 


END BUTTER SET-ASIDE 


Manufacturers no longer are re- 
quired to set aside part of their 
butter sales for the government. 
This set-aside program ended with 
the Department of Agriculture’s re- 
cent termination of War Food Or- 
der No. 2. With this butter no 
longer earmarked for the govern- 
ment, more will be available for 
hospital purchasers. 
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Dr. STANHOPE BAYNE-JONEs has 
been appointed president of the 
joint administra- 
tive board at the 
New York Hos- 
pital - Cornell 
Medical Center. 
In the newly- 
created position, 
he will be re- 
sponsible for 
formulation of 
policies and a 
program for the 
center. 

The former dean of the Yale 
University School of Medicine 
served as an.army captain in World 
War I and as a brigadier general in 
World War II. During the latter he 
was director of the U. S. Typhus 
Commission. He is a medical con- 
sultant to the Secretary of War and 
a prominent member of health and 
medical organizations. 

A well-known figure in medical 
research, he collaborated with the 
late Dr. Hans Zinsser in writing 
“Textbook of Bacteriology.” 





F. STANLEY Howe recently com- 
pleted 20 years as director of the 
Orange (N.J.) Hospital. During his 
tenure the hospital has increased its 
bed capacity from 250 to 475. Mr. 
Howe, a regent of the American 
College of Hospital Administrators, 
is a director and vice president of 
the Hospital Council, Inc. He is a 
trustee of the Hospital Service Plan 
of New Jersey; he was president of 
the New Jersey Hospital Associa- 
tion in 1941, and first vice president 
of the American Hospital Associa- 
tion last year. ’ 


T. J. McGinty has succeeded 
RosperT B. WITHAM as administra- 
tor of the Lincoln (Nebr.) General 
Hospital. Mr. Witham has been ap- 
pointed hospital consultant, Fifth 
District, U. S. Public Health Serv- 
ice. Mr. Witham, whose new terri- 
tory will include Arizona, Califor- 
nia, Nevada, Washington, Oregon, 
\laska and Hawaii, will have his 
headquarters in San Francisco. 


Witi1AM T. Legs Jr. has accept- 
ed the position of administrator 
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of Children’s Hospital, Portland, 
Maine. Before accepting this posi- 
tion Mr. Lees was assistant director 
at Overlook Hospital, Summit, N. J. 
He served in the Army Medical Ad- 
ministrative Corps with the rank of 
captain. 


FRANK B. Apair recently was ap- 
pointed assistant executive hospital 
director of Sydenham Hospital, 
New York City. Prior to 18 months 
of service as administrative intern 
at Sydenham, Mr. Adair spent more 
than 10 years in executive capaci- 
ties in the business departments of 
Arkansas State College, Dillard 
University, New Orleans, and Tus- 
kegee (Ala.) Institute. He was ad- 
ministrative officer at Tuskegee 
from 1943 tO 1945. 


HERMAN A. JOHNSON has been ap- 
pointed assistant superintendent of 
Freedmen’s Hospital, Washington, 
1D. C. Before enlisting in the Army 
early in 1943, he was employed by 
an insurance firm and later by the 
War Production Board. While in 
the service he was a civilian per- 
sonnel officer; after his discharge 
he was employed as an Army per- 
sonnel director. 


CLARENCE W. DuryEA has been 
appointed acting superintendent of 
Yonkers (N. Y.) General Hospital, 
succeeding J. Dewey Lutes, who 
has resigned. Mr. Lutes, who has 
been in charge since March 1945, 
recently opened a restaurant in 
Yonkers. Mr. Duryea joined the 
staff last June and has been assist- 
ant superintendent since September. 


Dr. FRANK Tripp is the new ad- 
ministrator of Southern Baptist 





WHO AND WHERE? 


This department of the journal 
welcomes news items, voluntarily 
contributed concerning personal 
members of the Association and 
executive personnel in member 
hospitals. Please address announce- 
ments to: HOSPITALS, 18 E. Divi- 
sion St., Chicago 10. 















Hospital, New Orleans. He succeeds 
Dr. Louts Bristow, who for 23 years 
has headed the institution. R. C. 
WILSON will serve as assistant to Dr. 


‘Tripp. 


CHARLES A. ASTON JR. was re- 
cently appointed administrator of 
Covina (Calif.) 
Hospital. Mr. 
Aston has just 
completed his 
work as staff 
consultant with 
James A. Hamil- 
ton and Associ- 
ates on the Los 
Angeles County- 
Wide Hospital 
Survey. From 
1944 to 1946 he 
was hospital manager of the Tucson 
(Ariz.) Medical Center, which he 
planned, organized and directed. 
From. 1937 to 1944 he was super- 
intendent and general manager ol 
the Golden State Hospital and 
Clinics, Los Angeles. From 1931 to 
1937 he served as business manager 
of Methodist Hospital of Southern 
California, Los Angeles. 

Mr. Aston is assisting the new 
hospital board in setting up a hos- 
pital organization. He also will su- 
pervise expansion plans and direct 
the hospital. 





Cuarirs E. Berry, administra- 
tive resident in hospital administra- 
tion at Mount Auburn Hospital 
(formerly Cambridge Hospital) , 
Cambridge, Mass., has been ap- 
pointed assistant director of that 
hospital. Mr. Berry served five years 
with the Army Medical Administra- 
tive Corps. He was discharged with 
the rank of major. 


Dorotuy SLOANE, superintendent 
of the Ludlow (Mass.) Hospital 
since 1928, has resigned. She has 
been succeeded by EveLyn PARKER, 
who was supervisor of student 
classes at the Springfield (Mass.) 
Hospital before and after her serv- 
ice in the U. S. Navy. 


Mrs. A. E. Husparp has resigned 
as superintendent of the Jackson 
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County Memorial Hospital, Sey- 
mour, Ind. Mrs. JosEPH L. FINDLEY, 
a former member of the regular 
hospital nursing staff, has been ap- 
pointed acting superintendent. 


SisTER Mary ANTONELLA recently 
resigned as chairman of the council 
on public relations of the Kentucky 
Hospital Association to become ad- 
ministrator of the new Georgetown 
University Hospital, Washington, 
D.C. The new hospital will not 
open for several months. Sister An- 
tonella is now in Washington. 

Sister Antonella was serving in 
her twelfth year with St. Joseph’s 
Infirmary, Louisville, where she 
was assistant superintendent and 
purchasing agent. Prior to joining 
St. Joseph’s, she worked in other 
phases of hospital administration in 
Kentucky. 


Dr. Rosert P. WINTERODE, super- 
intendent of the Crownsville (Ind.) 
State Hospital since it was estab- 
lished in 1911, has retired. 


Hooper S. Mies, Maryland state 
treasurer, has been elected treasurer 
and a member of the board of trus- 
tees of the Johns Hopkins Hospital, 
Baltimore. Mr. Miles is also chair- 
man of the executive committee of 
the Baltimore National Bank and 
is now serving his second term as 
president of the Baltimore Associa- 
tion of Commerce. He was first 
elected state treasurer by the Gen- 
eral Assembly in 1935 serving con- 
tinuously since then by reelection. 


DanieL M. Brown became ad- 
ministrative assistant at the Per- 
manente Foundation Hospital, Oak- 
land, Calif., on June 16. Mr. Brown 
recently received his master’s de- 
gree in hospital administration at 
Northwestern University. 


Barry C. Smitu, LL.D., will re- 
tire as general director of the 
Commonwealth Fund, New York 
City, effective September 1. DonAL 
SHEEHAN, M.D.,Sc.D., professor. of 
anatomy and recently acting dean 
of the College of Medicine of New 
York University, has been appoint- 
ed general director. 


Mrs. SOPHIE ZIMMERMANN has 
been appointed supervisor of the 
newly created personnel relations 
department of the University of 
Chicago Clinics. Mrs. Zimmermann 
has been special service officer in 
charge of credits and collections for 
the clinics since 1933. 
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NELLIE GorGas, director of St. 
Barnabas Hospital, Minneapolis, 
Minn., was recently presented with 
a special citation by the Alumni 
Association of the University of 
Chicago. Miss Gorgas was one of 
nine persons whose distinguished 
service to the community was recog- 
nized on this occasion. The citation 
reads as follows: 

“The Alumni Association of the 
University of Chicago holds that a 
university education should be the 
training and inspiration for future 
unselfish and effective service to the 
community, the nation and human- 
ity; and 

“That men and women in accept- 
ing the privileges of a university 
education assume also the obliga- 
tion to society to exercise leader- 
ship in those civic, social and re- 
ligious activities that are essential 
to a democracy. 

“NELLIE GorGAs, an alumnus 
of the University of Chicago, hav- 
ing, in the judgment of the Alumni 
Association, demonstrated a practi- 
cal acceptance of these obligations 
and responsibilities by public-spirit- 
ed citizenship, is hereby declared a 
worthy alumnus and awarded the 
Alumni Citation of USEFUL CITIZEN. 

“In making this citation the 
Alumni Association acknowledges 
with pride the service which has re- 
flected credit on the University and 
its alumni.” 


CHARLEs E. FINDLAY, who _ has 
been administrator of the Wyan- 
dotte (Mich.) General Hospital 
since 1937, has resigned to accept 
the position of administrator of the 
Alpena (Mich.) General Hospital. 
He will take over his new duties 
August 1. 

Mr. Findlay has had many years 
of hospital experience, serving as 
superintendent of University Hos- 
pitals, Columbus, Ohio; City Hos- 
pital, Springfield, Ohio; and But- 
terworth Hospital, Grand Rapids, 
Mich. 


Everett D. WITHAM has resigned 
as director of Jewish Hospital, 
Louisville, Ky., and GLENN M. 
RENO has been named as his suc- 
cessor. Mr. Reno was chief admis- 
trative officer of the Louisville Gen- 
eral Hospital, and for many years 
served as executive secretary of the 
Kentucky Hospital Association. 


Mary J. HuTCHINSON, R.N., su- 
perintendent of the Huntington 
(L. I., N. Y.) Hospital for the past 
twelve years, has resigned effective 


July 1. 





L. N. HIcKERNELL has resigned 
as director of University Hospital, 
Augusta, Ga., to accept a position 
as general superintendent of the 
Vancouver (B. C.) General Hospi- 
tal, effective September 1. 


ARKELL B. Cook has resigned as 
superintendent of the Monmouth 
Memorial Hospital, Long Branch, 
N. J., to accept a position as super- 
intendent ef the Garfield Memorial 
Hospital, Washington, D. C., effec- 
tive July 1. 


DonaLp CARNER has been ap- 
pointed assistant administrator of 
Northwestern Hospital, Minneap- 
olis. Mr. Carner was admitting of- 
ficer of the University of Chicago 
Clinics from 1939 to 1941. He en- 
tered the Medical Administrative 
Corps in 1941 and transferred to 
the Air Corps in 1943. He was re- 
lieved from active duty in 1945 with 
the rank of, major. 

From February to September 
1946 he was administrative assist- 
ant for the Commission on Hospital 
Care. In October 1946 he started 
the course in hospital administra- 
tion at the University of Chicago, 
which he recently completed. 


Mrs. Mapet Mapison, formerly 
executive housekeeper of the Jewish 
Hospital, Philadelphia, is now 
housekeeper of Wilshire Hospital, 
Los Angeles. Mrs. HertHa Mc- 
Cutty, who has succeeded Mrs. 
Madison, was formerly with Shady- 
side Hospital, Pittsburgh, and was 
executive housekeeper of the Wes- 
ley Memorial Hospital, Chicago, 
for three years. 


Marjorig£ GosLin has been ap- 
pointed director of public relations 
for New York Eye and Ear Infirm- 
ary, New York City. Miss Goslin 
will coordinate public relations 
with maintenance fund raising. 


IsADORE ROSENFIELD, architect and 
hospital consultant of New York, 
and VELEzZ, PosaApA Y RonprRIGUEZ, 
Ltpa., architects of the Republic of 
Colombia, have been awarded first 
prize in the competition for the 300- 
bed Industrial Hospital at Medel- 
lin, Colombia. 
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Battle of Theories 


Committee hearings on S. 545, the National Health 
Bill, have been marked by two kinds of fireworks. 
Ideological issues, of course, are the ostensible object 
of the hearings and the committee has wanted to as- 
semble the best evidence available on these issues. But 
there has been some political jockeying behind the 
scenes which occasionally has flared into the open. 

The ideological issues are between a federal com- 
pulsory health system and S. 545. The latter would 
channel federal assistance to those who need it through 
state programs where the states would have a maxi- 
mum of freedom. 

This issue was pretty clearly pointed out in Senator 
Taft’s statement on the first day of the hearings. Mr. 
Taft is one of the sponsors of S. 545 and he frankly 
acknowledged that it is an alternative to a compulsory 
health insurance program. He blasted the compulsory 
measure as “not insurance but a tax.” Compulsion, 
the senator said in effect, would set up a program cost- 
ing billions of dollars of federal money, under a huge 
federal bureaucracy subject to regulations established 
and administered by one man in Washington. Under 
such a system, he added, doctors would become fed- 
eral employees. As an alternative, Senator Taft sug- 
gested that the existing state and local systems should 
be used and developed by an evolutionary process. 


Strong Language 


S. 1320 (the compulsory health insurance bill) was 
introduced one day before the hearings began. Sena- 
tors Murray and Pepper argued that it now provides 
for a “decentralized” program. They would tell wit- 
nesses: “I presume you have not read S. 1320, but I 
would like you to note that under it each state would 
be responsible for its own program.” 


But at least two witnesses were found to have read 
S. 1320; they denied its decentralization feature, and 
called the compulsory program a fraud upon the pub- 
lic because it makes promises that cannot be kept. 
One group from Louisiana suggested that Senator 
Murray experiment with a compulsory health pro- 
gram in his own state of Montana first. 


Jockeying for the Stage 


Political pressures were always apparent. The pur- 
pose of committee hearings is, of course, to make a 
record to which the committee may refer in its study 
of the legislation. But a secondary purpose is to gather 
public support. Congressional committee hearings are 
olten used as a sounding board for adroit publicists. 
One eloquent witness backed by a small vociferous 
group can sound like a public clamor. Consequently, 
there was much behind-the-scenes jockeying for a favor- 
able position in the hearings. Time was at a premium, 
and both sides wanted their witnesses to be heard. 
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There was for some time a question whether hear- 
ings would be held at all. The Republicans have been 
almost frantically busy with their legislative program. 
S. 545 hearings were planned to follow legislation on 
labor, budget, appropriations and tax bills. Then 
Senator Smith, chairman of the subcommittee, was tied 
up sponsoring the National Science Foundation Bill 
which passed the Senate on May 20. 

All spring it was suspected the new compulsory 
health bill was being held back in order to grab the 
headlines in advance of hearings on S. 545. Timing 
on it was perfect. The President’s message May 19, and 
introduction of S. 1320, May 20, made a clever intro- 
duction to hearings on S. 545 which began May 21. But 
the compulsion advocates wanted immediate hearings 
on their bill, too. They asked for equal time. One 
Republican senator pounded the table, and, pointing 
out that the compulsory health bill had received 31 
full days of hearings last year, said that the record on 
those hearings would still be available. He said fur- 
ther: “I well remember when I wanted to have hear- 
ings on a labor bill and the Democrats in control of 
the committee said no! This time I am saying no.” 


Witnesses and Witnesses 


Nevertheless Senator Smith followed the usual proce- 
dure of allowing proponents to be heard first with 
opponents to follow. This was adhered to in spite of 
considerable agitation by a newly appointed special 
member of Senator Murray’s staff who urged that wit- 
nesses opposing S. 545 be sprinkled through the state- 
ments of its supporters. 

Eight mornings were allotted to supporters of S. 545, 

followed by a two weeks’ recess while the committee 
held hearings on other bills. Then three more days 
were scheduled for its supporters, two for its opponents 
and three for supporters of compulsory health to 
explain how this year’s bill is different. Between 25, 
and go witnesses were scheduled for each side. 
. After two witnesses from California had appeared 
in favor of S. 545 and against compulsory health, 
however, a blast from the California branch of the 
American Federation of Labor was echoed by Congress- 
woman Helen Gahagan Douglas, charging that the 
hearings were being unfairly conducted and that the 
two California witnesses were not representative of 
California’s citizens. Senator Smith read Mrs. Douglas’ 
statement into the record, regretting that she had not 
consulted him to ascertain the true facts, and ques- 
tioning the ethics of her releasing her statement to the 
press under such circumstances. | 

S. 545 will not receive Senate attention at this ses- 
sion. It is even dubious whether the committee will 
have time to study it before the adjournment of Con- 
gress at the end of July. But S. 545 is an important 
issue for the 1948 congressional session, and may well 
figure in the 1948 elections as a vital campaign issue. 


ie 








- - FEDERAL, LEGISLATIVE : - 





The Month Before Recess in Congress 


With only one month before its 
scheduled recess date, Congress 
finds itself over its head in legisla- 
tion. Chief reason for the pile-up 
of work was the time consumed in 
thrashing out the controversial la- 
bor and tax reduction bills. Other 
business, for the most part, took a 
back seat. 

Hospital administrators watched 
the labor bill with interest for it 
contained the Tydings amendment 
exempting nonprofit hospitals from 
the jurisdiction of the National 
Labor Relations Act. Deadline for 
presidential action was June 20. 

As a result of the deluge of busi- 
ness, Senate and House leaders have 
been sorting issues, separating the 
urgent from the less important. 
Bills that once had high priority 
are being pushed into the _back- 
ground to be considered at next 
year’s session. 

Health Legislation 

No action is expected this ses- 
sion on any major health legisla- 
tion. Hearings on S. 545, the Na- 
tional Health Service Act, began 
May 21 and were to continue 
through July 3. Six days later, hear- 
ings are to commence on S. 1320, 
the Wagner-Murray-Dingell Bill. 
These hearings are scheduled to 
last only three days. 

With certain amendments, S. 545 
has received hearty endorsement 
of representatives of the Blue 
Cross, American Hospital Associa- 
tion, Catholic Hospital Association, 
American Protestant Hospital As- 
sociation, American Medical Asso- 
ciation and other public health 
organizations. The bill provides 
government assistance for the care 
of the sick without the compulsory 
insurance aspects of the Wagner- 
Murray-Dingell measure. 

The Taft-Fulbright Bill, S. 140, 
was reported out last month by 
Senator Aiken’s Committee on 
Expenditures in Executive Depart- 
ments. This bill would create a De- 
partment of Health, Education and 
Security, raising the Federal Secur- 
ity Agency to department rank with 
a secretary and three undersecre- 
taries. 

The bill originally emphasized 
aid and development of public and 
voluntary services and facilities in 
health, education and security. It 
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also encouraged state, community 
and voluntary activity in those 
fields. Specification of “public and 
voluntary” services and facilities 
and of “state, community and vol- 
untary” activity has been eliminat- 
ed by the committee. 

This answers an objection that 
the department might be obliged 
to recognize voluntary programs 
that did not conform to policies of 
the department. The secretary may 
now use his own discretion. Sup- 
port by voluntary organizations 
will be jeopardized by this change. 

The Senate Committee on Armed 
Services now has H.R. 3215, a bill 
to revise the medical departments 
of the Army and Navy. 

The House Committee on Inter- 
state and Foreign Commerce last 
month received S. 526, a bill to es- 
tablish a National Science Founda- 
tion. Senator H. Alexander Smith 
of New Jersey is its sponsor. The 
bill passed the Senate with an 
amendment requiring that 25 per 
cent of the proposed $20,000,000 
for the foundation be diverted to 
state-supported colleges and uni- 
versities. The states would share 
equally in two-fifths of the $5,000,- 
ooo and the rest would be distrib- 
uted on a population basis. The 
amendment passed 42 to 4o after 
Senator Wayne Morse of Oregon 





SOCIAL SECURITY 


The National Health and Welfare 
Retirement Association has made a 
plea to Congress to extend social se- 
curity benefits to employees of non- 
profit institutions. Gerard Swope, 
the chairman, made the request at 
the association’s annual meeting in 
New York June 11. 

Gerard Swope was a member of 
the original committee that outlined 
the Social Security Act in 1934 and 
1935. At that time nonprofit organi- 
zations asked to be excluded. But 
the original objection has been with- 
drawn, he said. 

Mr. Swope stated, “There has 
been no opposition to the extension 
of the social security coverage for 
these people, but notwithstanding, 
no action has been taken. What we 
now need is a general public de- 
mand in all parts of the United 
States that these people should also 
be covered by the federal social 
security act.” 











had plugged it in a seven-how 
speech. 


Appropriations 

Congress realized that appropria- 
tion bills should be passed before 
the end of the fiscal year on June 
30, so much of May and June was 
devoted to financial matters. No 
one wanted a repetition of last 
year’s dilemma. At that time, some 
federal agencies had to operate 
without funds and many employees 
had to wait until the middle of 
July for their pay because Congress 
was late with its appropriations. 

Since January, hospitals have 
watched the progress of H.R. 2700, 
the Labor-Federal Security Admin- 
istration measure. This appropria- 
tion covers the U. S. Public Health 
Service and the important hospital 
survey and construction program. 
The Senate and the House couldn't 
get together on all aspects of the 
bill. By the middle of last month, 
the measure was still being argued 
in a joint conference. 

Final fate of the Veterans Ad- 
ministration appropriation was not 
certain. On June 13 the House Ap- 
propriations Committee washed its 
hands of the affair by recommend- 
ing a $130,884,220 cut. This still 
left the Veterans Administration 
with $6,944,457,080 for the next 12 
months—a cut of 1.8 per cent from 
its request. Outcome of this meas- 
ure may have a considerable effect 
on the veteran hospitalization pro- 
gram. 

The economy-minded House Ap- 
propriations Committee last month 
gave its sanction to the proposed 
$7,500,000 Institute of Mental 
Health to be built near Bethesda, 
Md. The committee approved an 
initial appropriation of $850,000 to 
buy land and prepare plans for the 
institute. This figure had been 
asked by the President. 

A national mental health re- 
search center, the institute would 
have laboratories and about 200 
hospital beds. For these beds, pa- 
tients would be selected—patients 
for research studies. 

Proving hospital-minded, as well 
as economy-minded, the committee 
also approved a grant of $1,700,000 
to assist the District of Columbia 
to acquire a site and make plans 
for Washington’s proposed 1,500- 
bed hospital center. Ultimate cost 
of the center will be about $20.- 
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000,000. The project calls for a 
combination of Washington’s Emer- 
gency, Garfield and Episcopal hos- 
pitals into one large center. Financ- 
ing is to be done jointly by the 
federal and district governments. 


New Bills 

A medical research bill, H.R. 
3762, known as the National Heart 
Disease Act, was introduced last 
month by Representative Jacob J. 
Javits (R., N. Y.). It would pro- 
vide for research relating to dis- 
eases of the heart and circulation, 
and would establish a National 
Heart Disease Institute in the U. S. 
Public Health Service. 

Mr. Javits pointed out that Amer- 
ican battle deaths in World War II 
were about 325,000. During the 
same period, more than two million 
were killed by heart diseases. Fur- 
ther, Mr. Javits commented: “Con- 
eress allocated $29,866,200 for re- 
search and control of plant and 
animal diseases to the Department 
of Agriculture alone. No specific 
amount has been set aside in the 
budget. for research in cardiovascu- 
lar diseases.” 

Grants-in-aid to hospitals for pre- 
vention, treatment and control of 
heart disease are included. 

While hospitals generally are ex- 
empt from the Fair Labor Stand- 
ards Act, they must compete with 
private business for labor. There- 
fore, they will be affected by S. 1400, 
which proposes to raise minimum 
wages to 65 cents an hour. 

S. 1955 and H.R. 3636, compan- 
ion bills, would become the Public 
Welfare Act of 1947, amending the 
Social Security Act to enable states 
to establish more adequate public 
welfare programs. 

Widows and children of persons 
who died as a result of service in 
the armed forces during time of 
war will receive complete medical 
and hospital care if H.R. 3599 be- 
comes law. This bill, introduced by 
Representative Edith N. Rogers of 
Massachusetts, would authorize ci- 
vilian hospital and medical care at 
government expense if no Veterans 
Administration facilities were avail- 
able. 

School health is the subject of 
S. 1290, the proposed National 
School Health Services Act of 1947. 
The bill calls for $10,000,000 for 
federal grants-in-aid to states for 
the first year. After that, the amount 
would be $15,000,000. This money 
would be used to promote school 
health programs. It would develop 
school health services for preven- 
tion, diagnosis and treatment of 
physical and mental defects. 
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World Federation 


The newest international organ- 
ization in the hospital field, the 
International Hospital Federation, 
held its inaugural meeting in Lu- 
cerne, Switzerland, May 26-29. This 
organization replaces the old In- 
ternational Hospital Association, 
which disbanded in December 1946 
because of World War II. 

Groundwork for the new _ or- 
ganization was laid by the pro- 
gressive Swiss Hospital Association 
(VESKA). They appointed a com- 
mission consisting of Dr. Mouttet, 
member of the Swiss Parliament; 
Dr. Frey, director of the Insel Hos- 
pital in Berne; and Dr. Otto Bin- 
swanger, president of the Swiss Hos- 
pital Association, to carry out the 
preparatory work and to _ issue 
invitations to representatives of 
national hospital associations to 
attend the inaugural meeting. Dele- 
gates were invited as guests of the 
Swiss Hospital Association. 

Dr. Donald C. Smelzer, chairman 
of the Council on International 
Relations and managing director of 
the Germantown Dispensary and 
Hospital, Philadelphia, was official 
delegate for the American Hospi- 
tal Association. He reported that 
twelve countries were represented 
at the meeting. With Dr. Mouttet 
presiding, a constitution for the 


new organization was drafted. Dr. 
Rene Sand of Belgium was elected 
interim president and Dr. Mouttet 
elected honorary president. 


Europe's Hospitals 


Hospitals in Europe need equip- 
ment, medicine, beds and bedding. 
This fact was brought home last 
month when Dr. Martha Eliot, as- 
sociate chief of the Children’s Bu- 
reau, returned from a six-week tour 
of seven European countries. 

Dr. Eliot listed milk as the num- 
ber one need of the children of 
Europe, with diapers and clothing 
next. 

Her trip was made at the request 
of the United Nations International 
Children’s Emergency Fund, which 
hopes to furnish needed supplies 
and food for the children of war- 
devastated countries. 

Hospitals in Europe, she said, are 
short of all supplies, with x-ray 
equipment among the most needed 
items. She described the joy of doc- 
tors at the Marie Curie Cancer Hos- 
pital in Warsaw when they received 
small quantities of radium and 
some x-ray equipment through 
UNRRA. 

Dr. Eliot made a plea for sup- 
port of the fund, which is being 
built up by grants from certain of 
the United Nations. Original goal 
of the fund was $450,000,000. 


AT THE first meeting of the International Hospital Federation, May 26-29, in Lucerne, 
were: (front, left) Dr. Donald C. Smelzer, U.S.A.; Prof. Henri Mouttet, Switzerland; Dr. 
Rene Sand, Belgium; Dr. Otto Binswanger, Switzerland; (left, rear) Dr. Georges Rabinowitch, 
Switzerland; Dr. Waldenstrom, Sweden; Miss D. Binswanger, Switzerland; M. E. Molander, 
Sweden; Sydney Lamb, Great Britain; Dr. Sciclounoff, representing the World Health Or- 
ganization secretariat, Switzerland; Mr. Faucon, France; G. von Deschwanden, Switzerland. 
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A Record of Change and Progress 


Since Congress passed the Hos- 
pital Survey and Construction Act, 
the U. S. Public Health Service’s 
Division of Hospital Facilities has 
had a king size job on its hands. 

A review of developments, in- 
cluding those points listed in the 
division’s report to the Federal Hos- 
pital Council, shows exactly what 
progress has been made. 

Since November, efforts have 
been directed principally to seven 
objectives: Regulations, administra- 
tive manual, guide for preparation 
of state plans, conferences with 
state agencies, information to the 
public, division organization, and 
status of state progress. 


Changes In Regulations 


General Standards: When the orig- 
inal regulations for planning and 
administering the act were drawn 
up, they contained a few flaws. The 
council and the surgeon general 
now have approved some changes. 
Signing by the federal security ad- 
ministrator made them official. The 
result is a more specific and a more 
liberal set of rules: 

No longer do the federal regula- 
tions say that a hospital must be 
registered with the American Med- 
ical Association and approved by 
the American College of Surgeons 
to qualify as a base hospital. Ref- 
erence to these organizations has 
been deleted from the definition of 
a base area. This is a matter for 
state laws, and states may yet in- 
clude that qualification if desired. 
Now, also, a base area need not have 
a 200-bed general hospital if it will 
have one on completion of the pro- 

am. 

The old regulation required a 
complete new contract if a construc- 
tion contract was let before submis- 
sion of the application for federal 
funds. Now a project may be picked 
up, without a new contract, at the 
stage of completion reached on the 
date of application. 

The changes liberalize the pay- 
ment schedule by advancing the 
time when the first request for pay- 
ment may be made. They also per- 
mit the state agency to adopt a 
different schedule of payments on 
approval of the surgeon general. 

The regulations no longer stipu- 
late a definite formula for an op- 
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erating reserve. They do, however, 
still specify that an applicant must 
present a proposed operating budget 
for a two-year period. 

Architectural Standards: The sur- 
geon general may waive minor fail- 
ures to meet in detail the require- 
ments of Appendix A (the archi- 
tectural standards) of the regula- 
tions. This applies only when the 
project as a whole complies sub- 
stantially with prescribed standards 
of construction and equipment. 


Standards Review: Some comment 
has come from the hospital field 
criticizing several minimum con- 
struction requirements. ‘These mat- 
ters were to be taken up by the 
technical subcommittee on architec- 
tural standards at a meeting June 
30. In addition to passing on sug- 
gested amendments, the committee 
was to correct several clerical errors 
in the original listing. 

The committee will go through 
the entire list of architectural regu- 
lations, item by item, to determine 
whether they should be continued 
as originally listed or changed. No 
major changes are expected. 


Progress In the States 


All states and territories have 
found authority for conducting sur- 
veys and preparing state plans. This 
authority exists in new legislation, 
executive orders or old statutes. 

Enabling laws: Adequate enabling 
legislation is believed to exist in 40 





SHARING COSTS 


From California last month came 
enabling legislation for Hill-Burton 
participation that was cited for 
special mention by the Division of 
Hospital Facilities. 

California’s enabling act provides 
for state funds to match federal 
grants authorized under the hospi- 
tal survey and construction pro- 
gram. These state funds will go to 
cities, counties, local hospital dis- 
tricts and nonprofit corporations 
and will represent another one-third 
of the costs. That leaves one-third 
to be met by the local communities. 
Legislatures in Mississippi, Utah, 
Alaska and North Carolina have 
passed acts which resemble the Cali- 
fornia measure. But, according to 
Public Health Service officials, they 
are not as liberal. 

















states and territories. Nine othe 
states are now considering enabling 
laws. The bills were defeated in the 
legislatures of two states. 


Licensure: The progress of licens 
ing laws has been slower. At the 
time of writing, 29 states and terri- 
tories had passed such laws. 


Surveys: At least 33 states have 
completed inventories and it is as- 
sumed by the division that surveys 
are now under way in those states. 
Most states have secured qualified 
men or women to direct these sur- 
veys. A majority of these directors 
are either physicians or laymen with 
hospital administrative experience. 
In most cases, these persons prob- 
ably will remain to direct the sec- 
ond phase of the program, the re- 
port stated. 


Funds: Of 41 applications for 
funds, 40 have been approved. 
Twenty-seven states have submitted 
budgets. A total of $349,007 had 
been paid out by the middle of 
June. 

Agencies: The surgeon general 
has approved five more agencies to 
carry out programs in the states: 
The State Department of Public 
Health, Boise, Idaho; the State Ad- 
ministrative Board, Lansing, Mich.; 
the State Board of Health, ‘Topeka; 
the Insular Department of Health, 
San Juan, Puerto Rico, and the 
State Department of Health, Salt 
Lake City. There are now 39 
states or territories with approved 
agencies. 


State Plan Guide 


Agencies responsible for develop- 
ing state plans knew in general 
what those plans should contain. 
But there were many points that 
were not clear, many requirements 
that were somewhat vague. Officials 
of the division said in the report 
that preparing the state plan guide 
was one of the most difficult tasks 
they had. 

The Public Health Service now 
has distributed the lengthy guide 
for developing and submitting state 
plans. The guide interprets the 
complex requirements of the law 
and regulations so that state agen- 
cies will have less trouble in pre- 
paring their plans. The plan must 
be submitted by any state intending 
to participate in the program. 

The guide (it was developed in 
consultation with state agencies and 
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before submission for final ap- 
proval) covers all necessary steps, 
from the initial inventory of hos- 
pital facilities to final submission 
of the plan. It suggests language for 
certain sections of the plan. It rec- 
ommends certain action to speed 
final approval. 

In addition to setting forth the 
ten-point requirements of the law, 
the guide suggests specific proce- 
dures: 

1. Make an inventory of all hos- 
pital facilities in the state. 

2. Make an analysis of all hospi- 
tals and hospital beds included in 
the inventory. 

3. Delineate general hospital 
service areas. 

4. Determine the population of 
each of the general hospital service 
areas outlined. 

5. Designate base, intermediate 
and rural areas. 

6. Develop and submit with the 
state plan a map of the state show- 
ing general hospital service areas. 

7. Develop a map of the state 
showing the coordination of the 
hospital service area by regions. 

8. Plan the distribution of gen- 
eral hospital beds by region and 
area. 

g. Complete the plan for distri- 
bution of general hospital facilities. 

10. Develop plans for distribu- 
tion of chronic disease, mental, and 
tuberculosis hospitals, and public 
health centers. 

11. Determine the policy of the 
state agency in satisfying the non- 
discrimination requirements of the 
act. 

12. Submit the completed plan, 
with maps and government forms. 


Public Information 


The survey and construction pro- 
gram has been publicized through 
informational articles in current 
technical and popular publications. 
In addition, the division’s Office of 
Program Planning has held a series 
of conferences with the extension 
service of the Department of Ag- 
riculture. These meetings dealt with 
rural health problems. ‘To provide 
further information, an_ inter- 
agency committee has been set up, 
with representatives of the Public 
Health Service and the Department 
of Agriculture. 

To get the material into rural 
areas, four major farm organiza- 
tions have cooperated. In addition 
the division has worked with non- 
government agencies in the medical 
and public health field. 
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given field tryouts in several states 
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Four Hospitals Close 


The administration has been hav- 
ing trouble finding enough doctors 
and nurses to handle its 101,600 
hospital beds. 

As a result, four veterans’ hospi- 
tals were recently ordered closed. 
Their patients were to transfer to 
better equipped hospitals. ‘This 
shift, says the agency, will permit 
opening of sufficient wards in its 
larger hospitals to offset the loss in 
beds. 

The four hospitals affected by the 
order are the Sampson (N.Y.), 
Saratoga Springs (N.Y.), Thomas- 
ville (Ga.) and LaGarde (New Or- 
leans) hospitals. 

The Sampson Hospital once be- 
longed to the Navy. The LaGarde 
and Thomasville hospitals are for- 
mer Army installations. The one at 
Thomasville was known as Finney 
General Hospital during the war. 


Massachusetts Law 


The administration’s hospital 
contract program with intermedi- 
aries has hit a snag in Massachu- 
setts. The state legislature refused 
to amend the Blue Cross enabling 
act to permit Massachusetts Hospi- 
tal Service to serve as an intermedi- 
ary between government and hospi- 
tals. The matter was taken to the 
legislature after an unsuccessful at- 
tempt to have the commissioner of 
insurance approve the proposed 
agreement. 

A companion bill by Blue Shield, 
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A MODERN nursery is shown in one 
of the 96 pictures making up the ex- 
hibit of hospital care in the United 
States at the Smithsonian Institution. 
The Association sponsored the exhibit. 











the medical insurance plan, also 
was turned down by the legislature. 
Neither bill got past the committee 
stage. Enabling acts of both groups 
were silent in regard to entering 
into contracts with any other 
agencies. 

Both bills were resisted by certain 
veterans’ organizations. They ar- 
gued that such a program might 
prevent the administration from 
carrying out its proposed hospital 
construction program in that state. 

It is expected that the agency now 
will enter into direct contracts with 
individual hospitals in the state. 


Pathology Lab 


A central pathology laboratory 
has been established in Washing- 
ton, D.C., by the administration. 
The laboratory will function in co- 
operation with the Army Institute 
of Pathology in providing review 
and diagnostic service for the ad- 
ministration’s 126 hospitals and 
other medical facilities. 

Government pathologists will co- 
operate with civilian medical so- 
cleties in maintaining a central file 
of pathologic anatomy. 

One important function of the 
laboratory will be instruction in 
pathologic anatomy and _histopa- 
thologic techniques for government 
pathologists. Part of the program 
will be devoted to research in the 
pathology of diseases. 


Population 


Hospitals may plan on having 
veterans around for a long time. 
The administration last month esti- 
mated that the number of veterans 
and members of their families will 
reach a peak of 43 per cent of the 
nation’s population within the next 
five years. 

At the start of 1947, veterans and 
their families represented 32 per 
cent of the population and the fig- 
ure was going up. The peak of 43 
per cent is expected in 1952, with 
a percentage decline to 41 during 
the five years that follow. 

In numerical terms it means that 
veterans and their families num- 
bered 46,000,000 at the start of this 
year. The 1952 figure. should be 
62,300,000. By January 1, 1957, the 
figure should be 62,500,000. This 
1957 figure, while larger than that 
of 1952, will be a smaller percentage 
because of the continuing rise of the 
nation’s population. 
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Hearings on Alleged Propaganda 


On May 28 the House Subcom- 
mittee on Propaganda and Publicity 
summoned three federal employees 
to explain what it termed govern- 
ment propaganda for socialized 
medicine. This subcommittee, un- 
der Chairman Forrest A. Harness 
of Indiana, is investigating govern- 
ment expenditures for publicity 
and “propaganda” which Represen- 
tative Harness terms “illegal activ- 
ity costing $75,000,000 a year.” 

Workshops: The subcommittee 
was especially interested in two 
“health workshops” in which gov- 
ernment employees participated at 
government expense. One was held 
in St. Paul in February 1946 and 
the other in Jamestown, N. D., sev- 
en months later. 

Mayhew Derryberry, health edu- 
cation chief of the U.S. Public 
Health Service, was asked to ex- 
plain these workshops. Their pur- 
poses, he said, was “to acquaint 
people with the health problems 
which they face and ways in which 
they could be meeting them.” The 
A.F.L., the C.I.O., the Farmers’ 
Union and other groups had asked 
government participation in these 
workshops, he explained. 

As for socialized medicine, Mr. 
Derryberry denied charges that the 
government employees tried to in- 
fluence people in favor of it. Both 
workshops took place after Presi- 
dent Truman’s endorsement of the 
1946 Wagner-Murray-Dingell Bill. 

The witness said several copies of 
that bill were exhibited at James- 
town. He also reported that several 
government employees had attend- 
ed these meetings. Eighteen were at 
Jamestown, and 10 of them were 
from Washington. These people 
spent about three days at James- 
town, plus travel time, all at gov- 
ernment expense. 

ComMMITTEE CounsEL: How do 
you feel personally about socialized 
medicine? 

Mr. DerryBerry: As an individu- 
al, I don’t think we’re ready for it. 
I think ultimately it would be a 
good thing. 

Publicity: Dr. Herman Hilleboe, 
assistant surgeon general of the Pub- 
lic Health Service, maintained that 
the publicity activities were legal. 
He distinguished between health 
education and propaganda. He ap- 
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peared on behalf of Surgeon Gen- 
eral Thomas Parran who was absent 
from Washington. 

For many years, Dr. Hilleboe said, 
the Public Health Service has re- 
ceived requests from citizens’ groups 
to discuss matters of interest to 
them. “We feel obliged to send rep- 
resentatives no matter who asks,” 
he said. Later he was asked what 
would happen if some group asked 
representatives to come and speak 
against socialized medicine. In this 
case, the surgeon general’s approval 
would be necessary, he replied, and 
then the representatives would give 
both sides, not just one. 

ComMMITIEE CounsEL: Did the 
surgeon general have to approve 
sending people to workshops to 
speak for socialized medicine? 

Dr. HILLeBor: He was aware of 
the general program and had given 
it his approval. 

The surgeon general was termed 
“too busy” to know every detail. 

Subcommittee members paid par- 
ticular attention when Dr. Hille- 
boe spoke of the President’s health 
program, favoring the Wagner-Mur- 
ray-Dingell Bill. Surgeon General 
Parran had, according to the wit- 
ness, advised his employees to bear 
the President’s wishes in mind. 
“Our duty is to support the Presi- 
dent,” was the gist of Dr. Parran’s 
message. 

The committee counsel cited Ti- 
tle 18, Sec. 201, criminal code of 
the federal government, which pro- 
hibits the spending of federal money 





BIRTH RATE BOOM 


Along with prices and the gen- 
eral cost of living, the American 
birth rate is rising. For the first 
quarter of this year, 46.5 per cent 
more babies were born than during 
the corresponding period in 1946, 
the year when a new birth record 
was set. 


The Public Health Service es- 
timates that 973,000 babies were 
born in the United States during 
the first quarter of 1947 compared 
to 664,000 in the same time last 
year. Last year’s total was 3,260,000. 

Births outnumbered deaths by 
two and one-half to one during the 
first quarter. There were 388,000 
deaths reported. 











to pay for influencing members o 
Congress. But the witness didn’: 
think the Public Health Service ac 
tivities conflicted with the code. 

Dr. Hilleboe agreed that it dic 
sound as though only one side hac 
been presented at the workshops. 
But he said that only facts had been 
discussed and it was not his inten 
tion to influence legislation. H¢« 
further denied knowledge of any 
pamphlets for or against socialized 
medicine distributed in the Public 
Health Service. 

He said he has “very definite 
ideas, gained over a period of 15 
years, as to how medicine should 
proceed.” But he declined to state 
those ideas at the hearing. 

Denial: Third witness before the 
subcommittee was Kenneth Pohl- 
mann of the Agriculture Depart- 
ment’s Farmers Home Administra- 
tion. Mr. Pohlmann was at the 
Jamestown meeting while on a trip 
for his own agency. He denied any 
important part in the Jamestown 
meeting or at a November 1945 
meeting in Chicago which planned 
the St. Paul workshop. 

He said he favors Title I of the 
original Wagner - Murray - Dingell 
Bill but that he does not favor com- 
pulsory health insurance. 

By late June, the subcommittee 
was still at work on its investigation. 


Evidence of Progress 


Since the start of the wartime 
surplus property disposal program, 
the American Hospital Association’s 
Council on Government Relations 
and its Surplus Property Commit- 
tee have been trying to get a fair 
portion of the goods channeled to 
hospitals. The efforts were success- 
ful only occasionally. 

Evidence that greater progress is 
being made and that there is a 
tangible effort on the part of the 
War Assets Administration to do 
something for nonprofit hospitals is 
contained in a June directive sent 
out by the agency. The directive 
was sent to all regional WAA di- 
rectors by John R. Campbell, direc- 
tor of the agency’s Priority Claim- 
ants Division. 

In a letter to Albert V. White- 
hall, director of the Washington 
Service Bureau and secretary of the 
council, Mr. Campbell stated: “It 
is our hope that this action (send- 
ing the directive) will result in 
closer relations between your mei- 
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ber-hospitals and our regional of- 
fices, and that larger amounts of 
property will be channeled to Amer- 
ican Hospital Association hospi- 
tals.” 

The directive stated: 

“As a result of conferences be- 
tween representatives of the Amer- 
ican Hospital Association and of 
this division, we have obtained a 
complete list of the member-hospi- 
tals of the Association. You are be- 
ing furnished, as an attachment to 
this memorandum, with a list of 
the hospitals located in the terri- 
tory serviced by your region or in 
adjacent areas. 

“It is requested that you make 
certain that all of these institutions 
are placed on your mailing list for 
offerings in which hospitals are 
normally interested. ‘Those cate- 
gories in which the American Hos- 
pital Association is most interested 
are as follows: 

“Automotive and machinery; 
hardware, plumbing and general 
products; paper, furniture and of- 
fice machinery; drugs and medical; 
textile, apparel and footwear; ma- 
terials and supplies; sales at loca- 
tion. 

“The American Hospital Associa- 
tion is issuing to its membership a 
bulletin (Washington Service Bu- 
reau Bulletin No. 74) outlining 
current procedures in the surplus 
disposal program and it is expected 
that you will receive a greater de- 
mand for property from these in- 
stitutions. I shall appreciate your 
making every effort to assist Ameri- 
can Hospital Association hospitals, 
and other public institutions, in ac- 
quiring the property they need and 
desire to purchase. 

“Please advise me when you have 
placed all of these institutions on 
your mailing list and inform me 
also of any other action you take 
to aid them in acquiring surplus 
property.” 


EMIC Windup 


The wartime Emergency Mater- 
nity and Infant Care program 
which grew out of a need for aid to 
expectant mothers whose husbands 
were in the armed forces, was sched- 
uled to come to an end June go. 
The only applications which will 
be accepted now are those from 
eligible persons who became preg- 
nant prior to that date. Babies born 
to those women will be eligible for 
care until the age of one year. 

It was in March 1943 that funds 
were first allowed for the service. 
At first, social security funds were 
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granted in many states but the 
passage of the EMIC appropriation 
enabled all states and territories to 
benefit. The federal funds were dis- 
tributed by the Children’s Bureau; 
state health departments drew up 
and administered the plans which 
the bureau approved. 

In winding up its wartime pro- 
gram, Children’s Bureau officials 
could look back on some records 
for maternal and child care. At one 
time during the program, federal 
funds paid costs for one out of every 
seven babies born in the United 
States. 

Since it began in March 1943 
the bureau has authorized about 
1,425,000 cases. The number has 
been dropping steadily for several 
months now. April cases were down 
to 8,400 compared with 45,000 
monthly in 1944. The April figure 
of 18,800 cases completed was about 
10 per cent less than in March. 

For the entire population, about 
70 per cent of all babies are born 
in hospitals. Under the EMIC pro- 
gram, however, the percentage was 
a high 94.7 during the last quarter 
of 1946. This percentage never 
slipped much below go per cent 
during the life of the program. 


Nurse Corps Director 

When Capt. Nellie Jane DeWitt 
was appointed director of the Navy 
Nurse Corps last month, she became 
the first person ever to hold that 
title. Captain DeWitt has been the 
corps’ superintendent since April 
1946. She received her new appoint- 
ment as a result of recent Congres- 
sional action which made _ the 
nurses a staff corps of the Navy, 
with permanent commissioned 
status. 

Except for a two-year period, 
Captain DeWitt has been with the 
Navy since the first World War, 


CAPTAIN DE WITT, director 


when she served in the Atlantic 
aboard the U.S.S. Martha Washing- 
ton. A graduate of the Stamford 
(Conn.) Hospital Training School, 
she served the Navy in Cuba and 
Hawaii as well as many parts of the 
United States. 


Fellowships In 1948 

Lack of time has caused post- 
ponement of the Inter-American 
fellowship program until 1948 (See 
HospiraLs, June, page 128). 

Originally scheduled to begin 
this year, the program will bring 
a limited number of western hemi- 
sphere applicants to the United 
States to study hospital manage- 
ment. Medical record librarians and 
accountants may be included when 
the program finally begins. 

Developed by the American Hos- 
pital Association, the program is 
being worked out in conjunction 
with the W. K. Kellogg Founda- 
tion, the U. S. Department of State, 
the Institute of International Edu- 
cation, educational centers and hos- 
pitals. 

Howard E. Bishop, administra- 
tor of the Robert Packer Hospital, 
Sayre, Pa., will serve as a member 
of the Association’s Committee on 
Inter-American Fellows. Dr. Dallas 
G. Sutton of the Washington Serv- 
ice Bureau is committee secretary 
and Dr. Donald C. Smelzer, chair- 
man of the Council on Interna- 
tional Relations, is a member. 


Tuberculosis Bed Need 

When it released the 1946 tuber- 
culosis bed index last month, the 
U.S. Public Health Service renewed 
an old appeal. More beds are need- 
ed—about 50,000 more. 

The 1946 index shows a total of 
87,244 beds in the United States 
and territories. This figure excludes 
Army, Navy, Marine and Veterans 
Administration hospitals. The total 
rose only 815 beds from 1945. 

The Public Health Service now is 
urging hospitals to institute tuber- 
culosis wings in areas where such 
beds are needed. Main efforts will 
be concentrated in the southern 
states, where the mortality rate is 
high and facilities are inadequate. 

During the war, many hospitals 
discontinued entire tuberculosis 
wings. One reason was the shortage 
of materials and equipment. An- 
other reason was shortage of person- 
nel. Care of tuberculosis patients is 
considered an unpleasant job, and 
the turnover of personnel is great. 
More money is needed for hiring 
nurses, nurse aides, physicians, 
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food handlers and cooks. Grants-in- 
aid may help solve this problem. 


Cancer Institute 


The National Cancer Institute 
has a new chief. He is Dr. Leonard 
A. Scheele, who succeeds Dr. R. R. 
Spencer, well known in the field 
of medical research. Dr. Spencer’s 
resignation was announced at the 
June meeting of the institute. 


Dr. Scheele, former assistant chief, 
joined the U. S. Public Health Serv- 
ice in 1933 and has devoted several 
years to cancer studies. During the 
war he served with SHAEF, then 
became a member of the medical 
section of the Allied Control Coun- 
cil in Berlin. He holds awards for 
his work in disease control in 
Europe. 

Dr. Spencer, who worked with 
Dr. R. R. Parker in developing the 
serum for Rocky Mountain Spotted 
Fever in 1922, will continue doing 
research work with the institute. 
He also will direct the institute’s 
expanding program for professional 
training of young physicians in 
cancer diagnosis and treatment. 


Program: Plans for increased re- 
research assistance and the addition 
of more fundamental cancer and 


clinical studies were approved at 


the National Advisory Cancer 
Council’s two-day meeting. Also 
recommended were more grants- 
in-aid to institutions and individ- 
uals doing cancer research. 


After 90 Years 


The go-year old Marine Hospi- 
tal at Evansville, Ind., operated by 
the U. S. Public Health Service, 
has been closed by Dr. Thomas 
Parran, surgeon general. The rea- 
son: The small number of patients, 
which made per-patient cost nearly 
twice as high as in other Marine 
hospitals. For the past two years, 
the hospital has been operating at 
about 50 per cent capacity, and 
most of these were Army, Navy and 
veteran contract patients. 

The surgeon general gave an- 
other reason: Two wings of the 
building are fire hazards. 


USPHS Benefits 


Provisions of the G. I. Bill of 
Rights have been extended to in- 
clude a new group of veterans. Com- 
missioned officers of the U. S. Public 
Health Service who served with the 
armed forces during the war and 
are now back with the Public 
Health Service are eligible for vet- 
erans’ benefits. 
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Economic Survey 


Many of the major arguments 
that have come into the general 
discussion of the economic status of 
nurses during the past few years 
now have been shuffled into an or- 
derly arrangement. This was made 
possible by an economic survey of 
the nurse profession that the Bu- 
reau of Labor Statistics recently 
made at the request of the National 
Nursing Council. 

Detailed questionnaires about 
their problems were sent to 47,000 
registered professional nurses; 21,- 
700 nurses (five per cent of the total 
nurse population) answered. ‘These 
answers provided the facts behind 
the figures. 

The preliminary results, as re- 
ported by the bureau, served to es- 
tablish a few facts and to dispel a 
few popular but erroneous ideas. 
These have been subdivided into 
two major groups: (1) what nurses 
receive for the work they do, and 
(2) what nurses think about their 
work. 

Complete statistics for this pre- 
liminary report are being published 
in the July issues of the U. S. De- 
partment of Labor’s Monthly Labor 
Review and the American Journal 
of Nursing. Hours and earnings 
figures are based on conditions 
that existed during the month of 


’ October 1946. This report is based 


on a condensation of the complete 
article released by the Labor De- 
partment. 

Ewan Clague, commissioner of 
labor statistics, in announcing the 
results of the study, stated: “The 





HOURS 
(Table !) 


Actual (rather than scheduled) 
average hours worked by regis- 
tered professional nurses during 
October 1946. 


United States 
Classification Average 
Institutional 
Private Duty 
Public Health 


Industrial 


Nurse Educators 








present nursing shortage is appar- 
ently due primarily to increased 
demands for nursing service at a 
time when many married nurses are 
leaving their profession and many 

tential nursing students find 
other fields of employment more 
attractive.” 


If the survey served no other pur- 
pose, it did show that most nurses 
were satisfied with their jobs as a 
whole and with the gratification 
that is theirs in providing service to 
the ill and the community. Like all 
employed persons, nurses had their 
grievances. Most often heard was 
the complaint that they are not able 
to participate in pension plans or 
that they have no unemployment 





EARNINGS 
(Table II) 


Average monthly earnings* of 
professional nurses during Octo- 
ber 1946. 


United States 
Classification Average 
Institutional 
All positions 
Living in 
hospital quarters 
Living outside 
hospital quarters 
Head nurses 
Living in 
hospital quarters 
Living outside 
hospital quarters 
General Staff nurses 
Living in 
hospital quarters...... 
Living outside 
hospital quarters 
Private duty 
Public health 
All positions 
Staff nurses 
Industrial 


Nurse educators 
Living in hospital 
quarters 
Living outside hospital 
quarters 


*Including cash paid in place of room and/or 
other maintenance, but excluding the cash 
equivalent of maintenance provided by em- 
ployers. 














HOSPITALS 








security. Many were dissatisfied with 
the quality and quantity of non- 
professional help. Nearly half were 
dissatisfied with their pay. 

In answer to another major ques- 
tion, four out of five nurses who left 
the profession said they did so to 
marry rather than to take other 
jobs. The bureau says that the pres- 
ent nursing shortage seems due pri- 
marily to increased demands _ for 
nursing services at a time when mar- 
ried nurses are leaving the profes- 
sion and potential nursing students 
find other employment more attrac- 
tive. 

The average institutional nurse 
(excluding those living in hospi- 
tals) earned $172 during the survey 
month. This was a higher average 
than for private duty or office nurses 
and was nearly equal to the average 
salaries paid to public health nurses. 
The report showed an average 
monthly salary of $161 for general 
staff nurses. 

Average earnings varied among 
nursing fields, from $153 a month 
for private duty work to $207 for 
nurse educators (see Table II). 
About one in four earned less than 
$145 and an equal number earned 
more than $195. 

Lowest earnings were registered 
in the New England states and the 
highest on the Pacific coast, where 
average hours were comparatively 
short. 

Nurses reported the typical sched- 
uled work day of eight hours. Ac- 
tual work time during October, how- 
ever, averaged about 44 hours a 
week. About one out of every four 
nurses was on duty for 50 hours or 
more weekly. Institutional nurses 
worked an average of 45, to 46 hours. 

Although many schedules called 
for 48 hours a week or less, about 
one-fourth of the nurses stated that 
they worked at least 50 hours. A 
majority who worked overtime said 
they did not receive pay or compen- 
satory time off for these hours. 

About 75 per cent of the institu- 
tional nurses worked straight shifts, 
unbroken except by meal periods. 
For those who worked split shifts, 
the most common interval between 
periods on duty was two to four 
hours a day, including a meal peri- 
od. About 25 per cent were required 
to be on call. 

More than 25, per cent of the total 
hours of institutional nurses was 
devoted to such duties as clerical 
work (excluding nurses’ notes), 
bathing and feeding patients, giv- 
ing back rubs, making beds, taking 
meals to patients, answering lights, 
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taking patients to appointments and 
checking linens and household sup- 
plies. 

Approximately half of their time 
was spent on “primarily profes- 
sional” duties. Nearly half the 
nurses were satisfied with this pro- 
portion. More than one-fourth were 
dissatisfied. 

At least 1g out of 20 registered 
professional nurses, excluding those 
in private duty, receive annual paid 
vacations of at least two weeks. A 
two-week limit on sick leave is most 
frequent. 

Questionnaire replies were sent 
in by nurses in all states, the Dis- 
trict of Columbia and Hawaii. Ha- 
waiian nurse replies were not in- 
cluded in the bureau’s preliminary 
report, but will be shown separately 
in the final report on the study that 
will be released later. Greater detail 
on all topics discussed will be in- 
cluded then. 


For Practical Nurses 


Six national nursing organiza- 
tions have approved training and 





REUNION DAY 


A memorial plaque honoring men 
and women who left the Spring- 
field (Mass.) Hospital to serve in 
World War II was unveiled at the 
hospital’s reunion day ceremonies. 
A total of 434 persons registered at 
the May 17 reunion which was 
held for graduate interns and 
nurses. In the picture (above) is 
Dr. J. Graham Bruce (at the 
microphone), assistant visiting staff 
member who presided at the dedi- 
cation ceremony, and Henry A. 
Field, president of the board of 
trustees. 











licensure of more practical nurses 
as one solution to the shortage of 
personnel to care for the sick. The 
program is explained in a report 
on “Practical Nurses and Auxiliary 
Workers for the Care of the Sick” 
released recently by the Joint Com- 
mittee on Auxiliary Nursing Serv- 
ice. 
Progress to date, since the policy 
of protection of the public through 
licensure of practical nurses was 
adopted by the three largest nurs- 
ing organizations in 1939, is repre- 
sented by 50 recognized schools of 
practical nursing and some form of 
legal control of licensure in 20 
states, according to the report. 
Among points covered by the re- 
port are functions and definitions 
of the licensed practical nurse; li- 
censure; approval, organization, 
control and financial support of 
schools; qualifications of nurse fac- 
ulty; selection of students; curricu- 
lum, practice and supervision. 
The report has been approved by 
the American Nurses’ Association, 
National League of Nursing Edu- 
cation, National Organization for 
Public Health Nursing, National 
Association for Colored Graduate 
Nurses, Association of Collegiate 
Schools of Nursing, and National 
Association for Practical Nurse 
Education. It was written by Dor- 
othy Deming, R.N., and published 
by the American Nurses’ Associa- 
tion. 


Recruitment Figures 


The number of new students 
enrolled in fall classes correlates 
well with the percentages of 
pledges received by the Associa- 
tion in the student nurse recruit- 
ment campaign. As of June 15 co”- 
tributions were: Hospitals, $19,866; 
American Hospital Association, 
$10,000; Red Cross, $10,000. 

Based on replies to a June 1 
questionnaire, the most successful 
enrollment was reported by the 
New England states with 53.8 per 
cent of fall quotas signed up. The 
Middle Atlantic states were second 
with 51.6 per cent. 


Coordinator 


Anson C. Lowitz, vice president 
of the J. Walter Thompson Com- 
pany, has been appointed coordina- 
tor of the national nurse recruit- 
ment campaign. Mr. Lowitz will 
work as coordinator with the Ad- 
vertising Council, volunteer adver- 
tising agency cooperating in the 
recruitment drive. 
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Annual Public Relations Conference 


Specific public relations problems 
and their solution will be discussed 
at the second annual public rela- 
tions conference of Blue Cross plans 
and coordinated medical or surgical 
plans. The conference will be held 
July 17-18, at the Hotel Continen- 
tal, Chicago. 

The pulse of public relations has 
been selected as the main theme 
for the conference. Topics have 
been divided into four classifica- 
tions: Diagnosis of the problem and 
where it exists, prescription of the 
method to be used and the selec- 
tion of tools or media to use in 
dealing with the problem, carrying 
out of the program selected, and 
evaluation of the results. 

Dr. Victor West, public relations 
director of Pillsbury Mills, Minne- 
apolis, will speak at the dinner 
meeting. Among other speakers out- 
side the Blue Cross field who will 
appear are Charles W. Swart, pub- 
lic relations director of the Amer- 
ican Medical Association and Paul 
Jones, director of public informa- 
tion of the National Safety Council. 

Included in the program is a 
Blue Cross clinic and discussion 
forum. Participants will be Mrs. 
Irene McCabe, public relations di- 
rector of Group Hospital Service, 
St. Louis; Mrs. Claire W. Churchill, 
public relations director of North- 
west Hospital Service, Portland, 
Ore.; C. Robert Gruver, public re- 
lations director of Associated Hos- 
pital Service of Philadelphia and 
Marvin E. Walker, supervisor of 
public relations for Hospital Care 
Corporation, Cincinnati. 

Lawrence C. Wells, assistant pub- 
lic relations director of the Blue 
Cross Commission, is conference 
chairman and Stanley H. Saunders, 
executive director of the Hospital 
Service Corporation of Rhode Is- 
land, is honorary chairman. 


Awards Competition 


Details of the second annual Blue 
Cross public relations awards com- 
petition were announced on May 
15. Five winners will be selected by 
contest judges and plaques will be 
presented at the national confer- 
ence of Blue Cross plans, to be held 
in September at St. Louis. 

One plaque, the grand award, 
will go to the plan whose complete 
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public relations program is judged 
the most comprehensive and ex- 
cellent during the contest year. 
Four class awards will be made to 
plans in each of the size classifica- 
tions judged to have carried out 
the best single public relations 
project during the contest year. 
Size classes are: Plans with less than 
100,000 participants, those with 
100,000 tO 200,000 participants, 
those with 200,000 to 500,000 par- 
ticipants, and plans with more than 
500,000 participants. 

Notice of entry must be filed with 
the Blue Cross Commission, 18 E. 
Division Street, Chicago 10, by July 
15. Entries must be received by the 
commission not later than August 
15. Judging will be done by a jury 
consisting of three persons repre- 
senting the public relations, adver- 
tising and publication fields, and 
not connected with Blue Cross, and 
work will be judged for the year 
ending July 31, 1947. 

The Hospital Service Corpora- 
tion of Rhode Island received both 
the grand award and a class award 
in the 1946 competition. 


Interstate Benefit 


Another step in bringing full 
service benefits to Rhode Island 
Blue Cross subscribers who live or 
work in Massachusetts was made 
with the affiliation of Sturdy Me- 
morial Hospital, Attleboro. Under 
the arrangement, which went into 
effect June 1, Rhode Island sub- 
scribers admitted to the hospital 
will get full cost of extra services 





UNAPPROVED PLANS 


A list of unapproved nonprofit 
hospital plans was released by the 
Blue Cross Commission recently. 
The list includes all states except 
California and Montana and the 
Canadian province of Yukon. 

States having unapproved plans 
are: Alabama, 1; Arkansas, 1; Geor- 
gia, 12; Illinois, 2; Kentucky, 1; 
Louisiana, 3; New Jersey, 2; New 
York, 1; North Carolina, 1; Ohio, 2; 
Oregon, 10; Pennsylvania, 1; Texas, 
2; Vermont, 2; Virginia, 3; West 
Virginia, 7. 

The Territory of Hawaii reported 
1 unapproved plan and Ontario, 
Canada, 3. 











allowed by the plan. Previously $6 
a day plus a $30 limitation on extra 
charges was allowed. 


Full service benefits to Rhode 
Island subscribers also are available 
at St. Anne’s, Truesdale and Union 
hospitals in Fall River, Mass. ‘These 
arrangements are made _ because 
many subscribers find it more con- 
venient to be treated in Massachu- 
setts, according to Stanley H. Saun- 
ders, executive director of the 
Rhode Island plan. 


Plan Statistics 


While the rate of admissions olf 
Blue Cross plan patients increased 
in April as compared to the previ- 
ous month, three of the five size 
groups of plans showed a decrease 
in average length of stay from the 
month before. These statistics were 
included in a special study released 
by the Blue Cross Commission late 
in May and were compiled by Ed- 
ward Caygill, the commission stat- 
istician. 

The largest decrease in length of 
stay was reported by plans having 
less than 50,000 members where 
the figure dropped from 7.48 days 
for February to 7.00 days for 
March. The largest increase came 
from plans having 500,000 or more 
members, with the length of stay 
rising from 8.8q days for February 
to 9.13 days for March. 


Net admissions of 82 Blue Cross 
plans for April were 18,267 more 
than the total reported by 80 plans 
in March. The annual admission 
rate. per thousand members was 125, 
for April, an increase of 8.7 per cent 
over the March figure of 115 per 
thousand members. The April 1947 
figure was 12.6 per cent higher than 
the rate of 111 per thousand for 
April .1946. 

Incidence of hospitalization in 
April showed an increase over 
March figures for plans in all size 
groups. The largest increase was 
reported by plans having 500,000 
or more members, where the rate 
climbed from 112 per 1,000 per- 
sons in March to 123 per 1,000 
in April, an increase of 9.82 per 
cent. Plans having less than 50,000 
members reported the lowest in- 
crease, with a rise from 139 per 
thousand members in March, to 
142 per thousand in April, an in- 
crease of 2.16 per cent. 
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The National High Cost Problem 


The national construction prob- 
lems of steadily rising costs and 
continued shortages of essential ma- 
terials are affecting hospital plans 
all over the country. Erection of 
new hospitals is being postponed 
or cancelled; additions to existing 
buildings are being abandoned for 
the time being. 

Not even federal hospitals are es- 
caping the results of inflation in 
building costs. From Buffalo comes 
the report that the lowest bids on a 
1,000-bed Veterans Administration 
hospital are so much higher than 
the government estimate that spe- 
cial negotiations between the low- 
est bidders and the Corps of Engi- 
neers were to be opened. The three 
low bids submitted totalled $15,- 
go5,570 for the five major building 
items in the contract. ‘The govern- 
ment had estimated $12,468,599 for 
the entire job. 

Two reports from Texas tell of 
abrupt changes in building plans. 
At Canadian, the citizens of the 
county will vote on raising $38,000 
by public subscription for a county 
hospital. A bond issue for $75,000 
had been issued to cover construc- 
tion costs according to the original 
plans. The lowest bid was $97,739, 
representing a 17 per cent rise in 
costs since the plans were drawn. 
The other Texas project (for John- 
son County Memorial Hospital) has 
been postponed while the architect 
revises plans and specifications and 
new bids are asked. Bids on the 
original plans averaged about $60,- 
000 more than available funds. 

The same story comes from the 
Middle West. At Alma, Mich., all 
bids on an addition to the Michi- 
gan Masonic Home Hospital were 
rejected because of the excessive 
amounts. The original estimate for 
cost of the addition was $250,000. 
The bids on construction of a hos- 
pital in Dearborn County, Ind., 
ranged from a minimum of $450,- 
000 to a maximum of $650,000. 
After all bids were opened it was 
‘ound that the county would have 
io raise more than. $400,000. Plans 
for the hospital, which was to have 
‘een known as Mercy Hospital, 
ave been postponed. 

Another postponement was re- 
ported by the W. C. A. Hospital, 
Jamestown, N. Y., where a new 
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building to replace the hospital 
now in use had been planned. A 
newspaper story said that “high 
costs and shortage of material” were 
the reasons for the delay. 

A planned addition to the Meri- 
den (Conn.) Hospital has been can- 
celled. It was found that the pro- 
posed addition would cost $500,000 
more than first estimates had in- 
dicated. 


Under the Axe 


Like so many other government 
agencies, the Office of the Housing 
Expediter last month was shaking 
under the axe of economy. On June 
g, the House Appropriations Com- 
mittee recommended that the office 
be liquidated as of June go. This is 
six months earlier than President 
Truman had suggested. 

The housing authority, since its 
start under the former Civilian Pro- 
duction Administration in March 
1946, has handled authorizations 
for non-residential construction. Ex- 
act figures on the amount of con- 
struction authorized and denied are 
not yet available. 

But the office announced that 
from October 11 to May gg it had 
approved 1,020 hospital and insti- 
tutional requests, worth $100,297,- 
477. During that period, 172 hospi- 
tal and institutional requests with a 
value of $21,418,852 were denied. 
These figures include both public 
and privately owned orphanages, 
asylums and old people’s homes as 
well as hospitals. 

Most of the cases were handled by 
the various field offices, only a small 
percentage going through the Fa- 
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IN ALL sections of the nation newspapers 
report delays in construction due to costs. 


cilities Review Committee in Wash- 
ington. Of the 1,192 cases consid- 
ered during the period of the re- 
port, only 97 were handled in 
Washington. 


Approvals 


In the two months ending June 
5, the Facilities Review Committee 
in Washington approved these hos- 
pital projects: 

Swedish Covenant Hospital, Chi- 
cago—Nurses’ training home, $435,- 
000. 

St. Patrick’s Hospital, Missoula, 
Mont.—General hospital building, 
$1,103,849. 

Healthwin Hospital, South Bend, 
Ind.—Remodeling and addition to 
tuberculosis hospital, $750,000. 

City of New York—Chronic dis- 
ease unit at Metropolitan Hospital 
(foundations and frame only) , $1,- 
250,000. 

Oregon State Board of Control— 
New unit, state hospital for mental 
patients, Salem, $1,508,485. 

Sisters of Charity of the Incarnate 
Word, Lake Charles, La.—Addition 
to St. Patrick’s Hospital, convent, 
chapel, laundry, $1,000,000. 

South Bend (Ind.) Osteopathic 
Hospital — Osteopathic hospital 
building, $128,000. 


Addition for St. Francis 


A $1,375,000 fund-raising cam- 
paign is being conducted by St. 
Francis Hospital, Evanston, III. 
The money will be used for con- 
struction of a four-story addition to 
the main building. According to 
present plans the addition will 
house five major sections: An out- 
patient department with social 
service in conjunction, a communi- 
cable disease wing, a laboratory, 
intern quarters, and additional pa- 
tient beds. 

Sister Mary Florina, R.N., is ad- 
ministrator of St. Francis Hospital 
which is a member of the American 
Hospital Association. 


A Property Gift 
Memorial Hospital, New York 
City, now in the process of becom- 
ing one part of the largest cancer 
treatment and research center in 
the world, has received the gift of 
an entire city block. Given to the 
hospital by John D. Rockefeller Jr., 
the real estate has an estimated 

value of $2,000,000. 
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The A. M. A. Centennial Convention 


A war service and civilian disaster 
plan that would result in rapid 
mobilization of the nation’s medi- 
cal forces was presented to the 
House of Delegates of the American 
Medical Association. Sessions of the 
house were held during the A.M.A. 
centennial convention, June 9-13, 
at Atlantic City. 

One section of the report sug- 
gested creation of a national emer- 
gency medical service administra- 
tion, to consist of representatives of 
10 medical and health organizations 
including the American Hospital 
Association. Also in the report was a 
division of authority for setting up 
and carrying out emergency plans. 
Both civilian and government re- 
sponsibilities were cited. 

In a survey of 2,000 doctors made 
before the report was written, it 
was found that 80 per cent of the 
medical profession favored forma- 
tion of mobile civilian medical 
teams to supply aid to areas need- 
ing such care. Endorsement of a 
national service bill, which would 


require service in the armed forces 
or civilian communities from all 
practicing physicians, came from 60 
per cent of the doctors included in 
the survey. 

Other Business: A formal state- 


ment in condemnation of Sen. 
James E. Murray was passed by 
the House of Delegates. It said that 
Senator Murray had made “A crude 
attempt to inject into the centen- 
nary proceedings, propaganda for 
his compulsory sickness tax bill.” 

The Board of Trustees accepted 
the resignation of Raymond Rich 
Associates, a publicity firm em- 
ployed by the A.M.A. in 1946 to 
act as public relations counsel. John 
L. Bach of Chicago, head of the 
A.M.A. news bureau, was appointed 
to take over those duties. 

The tenth annual distinguished 
service medal award was made to 
Dr. Henry Asbury Christian, Her- 
sey Professor of Theory and Prac- 
tice of Physics, emeritus, Harvard 
Medical School, Boston. The medal 
is presented for scientific advance- 
ment in the field of medicine. 

General Program: Scientific and 
technical exhibits, scientific meet- 
ings at which about 400 papers 
dealing with a hundred years of 
progress in medicine and surgery, 
and sessions of the House of Dele- 
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gates constituted the main portions 
of the convention. The exhibits 
were the largest in A.M.A. history 
with more than 250 in the scientific 
section and 4oo in the technical 
group. 

Sixty medical motion pictures 
were shown during the convention. 
Some were prepared by individual 
physicians and others by the Army, 
Navy and Veterans Administration. 

Officers: Dr. Edward L. Bortz, 
Philadelphia, was inducted as presi- 
dent. Elected were: Dr. Roscoe L. 
Sensenich, South Bend, Ind., presi- 
dent-elect; Dr. ‘Thomas A. McGold- 
rick, Brooklyn, vice president; Dr. 
George F. Lull, Chicago, secretary 
and general manager (re-elected); 
Dr. Josiah J. Moore, Chicago, treas- 
urer (re-elected); Dr. R. W. Fouts, 
Omaha, speaker of the House of 
Delegates (re-elected) . 


Free Blood Plan 

Announcement of a program to 
supply blood and its derivatives to 
the nation without charge high- 
lighted the opening of the twenty- 
second national convention of the 
American Red Cross, held recently 
in Cleveland. 

Chairman Basil O’Connor de- 
clared that the Red Cross was act- 
ing “in response to the urgent need 
of the medical profession for blood 
in the treatment of disease as well 
as in the saving of life.” Mr. O’Con- 
nor estimated that three to five 
years would be needed to put this 
project, largest peacetime program 
in Red Cross history, in full opera- 
tion. 

“The national blood program,” 
said Mr. O’Connor, “has been dis- 


DR. BORTZ, A.M.A. president 


cussed with and approved in prin- 
ciple by leaders in the American 
Medical Association, the Associa- 
tion of State and Territorial Health 
Offices, the American Public Health 
Association, the American Hospital 
Association, the Catholic Hospital 
Association, the United States 
Health Service, the Army, Navy 
and Veterans Administration.” 


A Heart Institute? 


To lower America’s death rate 
due to heart disease, the American 
Heart Association last month unan- 
imously approved a bill proposing 
the creation of a National Heart 
Disease Institute. ‘The bill has been 
introduced in Congress by Rep. 
Jacob K. Javits of New York. 

Speaking at the twenty-third an- 
nual meeting of the association in 
Atlantic City, Dr. Arlie R. Barnes, 
newly-elected president, and chair- 
man of the board of governors of 
the Mayo Clinic, urged Congress to 
take favorable action on the bill. 
It would set up a National Heart 
Disease Institute within the U. S. 
Public Health Service to provide 
for research and development of 
more effective methods of preven- 
tion, diagnosis and treatment of 
diseases of the heart and circula- 
tion. A contribution of $17,629 
from the New York area to assist 
this program was announced. 

Officers of the association for the 
1947-48 term were elected in ac- 
cordance with a new reorganiza- 
tion plan that calls for the election 
of prominent laymen as well as 
physicians to the governing bodies 
of the association. 

Officers elected include Dr. Carl 
J. Wiggers, Cleveland, Ohio, vice 
president; Samuel Harrell, Indian- 
apolis, president of the Acme-Evans 
Co., treasurer; and Dr. Harry E. 
Ungerleider, N.Y., secretary. Mr. 
Harrell is the first non-physician 
to serve as an officer of the Ameri- 
can Heart Association. 


Pharmacists’ Cooperation 


A better understanding of Florida 
law, which requires competent reg- 
istered pharmacists to dispense and 
compound prescriptions in drug 
stores and hospitals, will be pro- 
moted by the Florida Pharmaceu- 
tical Association. Endorsement of 
the law was voted at the recent 
meeting of the association held at 
Tampa. 
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Sixty-Fifth Birthday 


Sixty-five years of operation was 
celebrated by Northwestern Hos- 
pital, Minneapolis, recently. Special 
ceremonies commemorating the an- 
niversary were held. These included 
homecoming for alumnae of the 
school of nursing for the first time 
in eight years and homecoming for 
alumnae and staff members re- 
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turned from service in World War 
II. Among the nurses who will grad- 
uate during the celebration will be 
the thousandth nurse to complete 
her training at the hospital. The 
first class of nurses graduated in 
1884. 


The hospital was organized by a 
group of Minneapolis women in 
1882 for the care of women and 
children. At first it was completely 
staffed by women on both the med- 
ical and administrative staffs. Al- 
though men have been admitted 
to the staff for many years, voting 
power is still in the hands of a 
women’s board of trustees. 


The original Northwestern Hos- 
pital had facilities for 25 patients. 
In 1904 the hospital was rebuilt 
and the present structure accommo- 
dates 300 patients. Russell C. Nye 
is administrator of the hospital 
which is a member of the American 
Hospital Association. 


Ohio Reimbursement 


After a year of negotiations be- 
tween the States Relations Commit- 
tee of the Ohio Hospital Associa- 
tion and the Crippled Children’s 
Division of the Ohio Department 
of Social Administration, hospitals 
will be granted full reimbursable 
cost without a ceiling for the care 
of crippled children. The new for- 
mula was to go into effect July 1. 


As soon as cost statements have 
been turned in to the Ohio De- 
partment of Health the new rates 


THE FIRST uniforms worn by student nurses 
at Northwestern Hospital (upper left), and 
the uniform of today show the changes made 
in 65 years of operation. Another contrast 
is between modern ambulance (left below) 
and the horse-drawn cart used in the ‘80's. 


Minneapolis Sunday Tribune photos 


will be figured and contracts sent 
to the hospitals for signature. Pay- 
ments will be handled by the Crip- 
pled Children’s Division, Depart- 
ment of Public Welfare, as was done 
under the EMIC program. 


A Family Party 


More than 550 persons attended 
a family dinner held recently by the 
Miami Valley Hospital, Dayton, 
Ohio. Hospital executives, person- 
nel, staff members and volunteers 
joined in celebrating the family 
program. 

Miami Valley Hospital is a mem- 
ber of the American Hospital Asso- 
ciation. O. K. Fike is director. 


Radio Forum 


President Truman’s health insur- 
ance program was discussed recently 
by local health leaders on radio sta- 
tion WCBC’s public forum pro- 
gram, broadcast from the nurses’ 
home of St. John’s Hickey Me- 
morial Hospital, Anderson, Ind. 

Participants were Dr. G. B. 
Wilder, president of the Madison 
County Medical Society; Dean Rus- 
sell Olt of Anderson College; Wil- 
liams Toner, editor of the Ander- 
son Herald; Harry Graham, public 
relations director of the Indiana 
Blue Cross Hospital Service, and 
Sidney Grieb, forum moderator. 


New Research Grants 


Initial contributions from the 
People’s Hospital Research Founda- 
tion, New York City, were sent 
to hospitals and other institutions 
late in May. Among New York City 
organizations to receive checks were 
Memorial Hospital, Montefiore 
Hospital, Beth Israel Hospital, 
Flower Hospital, Fifth Avenue Hos- 
pital, New York University, New 
York Medical College. 
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Fulltime Secretary for New York 


Appointment of a fulltime paid 
executive secretary was approved at 
the annual meeting of the Hospital 
Association of New York State. ‘The 
meeting was held May 21-23 at 
Buffalo. 

Resolutions 
meeting were: 
@A suggestion for exemption of 
all hospital employees from the Na- 
tion Labor Relations Act; 

@ Endorsement of retirement and 
pension systems for hospitals and 
a suggestion that administrators 
bring the plans sponsored by the 
National Health and Welfare Re- 
tirement Association and approved 
by the American Hospital Associa- 
tion to the attention of trustees; 

@ Reaffirmation that aid to the in- 
digent be on a local or state basis 
with federal grants-in-aid to states 
unable to finance their own pro- 
gram; 

@ Endorsement of chronic hospitals 
as diagnostic and research centers 
and the proposed plan of using 
present or added facilities of ap- 
proved general hospitals; 

q Investigation of the possibility of 
joint meetings of the several states 
on the Atlantic seaboard. 

Officers elected at the meeting 
were: President, Morris Hinenburg, 
M.D., director of Jewish Hospital, 
Brooklyn; first vice president, Law- 
rence E. Kresge, superintendent of 
Auburn City Hospital; second vice 
president, Bernard McDermott, su- 
perintendent of Long Island Col- 
lege Hospital, Brooklyn; secretary 
(re-elected), Carl P. Wright, super- 
intendent of the:General Hospital 
of Syracuse; treasurer (re-elected), 
Moir P. Tanner, superintendent of 
Children’s Hospital, Buffalo. 


Washington 


At a business meeting held con- 
currently with the convention of 
the Association of Western Hospi- 
tals, May 12-15 at Seattle, the Wash- 
ington State Hospital Association 
elected new officers. They are: 

President, Burton A. Brown, 
M.D., administrator of Pierce Coun- 
ty Hospital, Tacoma; _president- 
elect, Walter A. Heath, director of 
Tacoma General Hospital; first vice 
president, Sister Brendan, chief ac- 
countant of Sacred Heart Hospital, 
Spokane; second vice president, 


approved at the 
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Mrs. Charlotte Dowler, administra- 
tor of Renton Hospital; third vice 
president, Col. Milton Turner, ad- 
ministrative director of Swedish 
Hospital, Seattle; secretary-treasur- 
er, Raymond T. Farwell, business 
manager of Virginia Mason Hospi- 
tal, Seattle. Mrs. Jewell Drake of 


Cobb Hospital, Seattle, is executive: 


secretary of the Washington aésso- 
ciation. 


New Jersey 


Signing of a contract with the 
Veterans Administration that would 
enable the state association to act 
as intermediary between the agency 
and hospitals furnishing care to 
veterans was approved by the New 
Jersey Hospital Association at the 
annual convention May 15-17, at 
Atlantic City. 

Also approved at the meeting: In- 
corporation of the association un- 
der New Jersey laws; encourage- 
ment of professional education and 
scientific research; aid in health 
education of the people and co- 





ILLINOIS PRESIDENT 


Victor §. Lindberg, executive 
director of Memorial Hospital, 
Springfield, was elected president of 
the Illinois Hospital Association: at 
the annual meeting held in con- 
nection with the 1947 Tri-State 
Hospital Assembly. Mr. Lindberg 
had served as secretary-treasurer of 
the Illinois association since 1940. 











operation with other organizations 
having this objective. One resolu- 
tion passed by the convention as- 
sembly asked for amendment of the 
National Labor Relations Act in 
order to guarantee uninterrupted 
hospital service in voluntary hospi- 
tals; another endorsed the National 
Health Act of 1947. | 

George H. Buck, superintendent 
of Mercer Hospital, ‘Trenton, was 
installed as New Jersey president. 
Officers elected were: President- 
elect, Herbert M. Wortman, M.D., 
director of the Mountainside Hos- 
pital, Montclair; vice president, 
Russell P. Dey, member of the 
board of trustees of William Mc- 
Kinley Memorial Hospital, Tren- 
ton; treasurer, (re-elected) ‘Thomas 
J. Golden, assistant to the director 
of the Jersey City Medical Center. 
J. Harold Johnston is fulltime ex- 
ecutive director of the association. 


Louisiana 


Lewis E. Jarrett, M.D., director 
of -Fouro Infirmary, New Orleans, 
took office as president of the 
Louisiana Hospital Association on 
May 24. Other officers are Herman 
L. Herold, administrator of North 
Louisiana Sanatorium, Shreveport, 
president-elect, and R. E. Blue, busi- 
ness manager of ‘Tri-State Hospital, 
Shreveport, re-elected  secretary- 
treasurer. 


Minnesota 


Plans for training practical nurses 
were discussed at the annual meet- 
ing of the Minnesota Hospital As- 
sociation, held May 14-16 at Min- 
neapolis. Other subjects covered 
during the meeting included state 
legislation affecting hospitals and 
discussion of an upper Mid-West 
regional hospital association. 

Registration of hospital adminis- 
trators, prohibition of strikes by 
hospital employees and permissive 
legislation for licensing practical 
nurses were listed in a report on 
association supported legislation 
passed during the last year. 

Nellie Gorgas, R.N., director of 
St. Barnabas Hospital, Minneapo- 
lis, was installed as Minnesota presi- 
dent. Officers elected were: Presi- 
dent-elect, Emil C. Hansen, super- 
intendent of Winona General Hos- 
pital; first vice president, Raymond 
K. Swanson, superintendent of 
Swedish Hospital, Minneapolis; 
second: vice president, Helen Eyk, 
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SAFE AND SURE 


... For Your Operating Room 


To provide you with safe and 
sure models of ether and suction 
apparatus Sorensen continuously 
collaborates with prominent mem- 
bers of the medical profession. 

BOTH cabinet and portable 
models are equipped with safety 
overflow traps to prevent pump 
clogging and to insure continuous 
operation. All cabinet models have 
N. Y. City approved explosion- 
proof motors, mercury switches; 
are sound-proofed, and fitted with 
ball-bearing casters. 

Many types of cabinet and port- 
able ak of Ether, Suction and 
Treatment Apparatus are available 
to fit your needs. 


Write now for the Sorensen 
Informative Folder on the type 
of equipment you want. 


cm SORENSEN = 


F m 


403 EAST 62nd ST NEW YORK 21,N. Y 


The model illustrated has posi- 
tive-acting, indirect-drive, slow-run- 
ning, quiet double rotary pump 
with 16-oz. snap-fit ether bottle, 
pressure regulator, warm water 
jacket. 

It has 32-0z. snap-fit suction bot- 
tle with overflow trap and regula- 
tor; ether hook, Yankauer tonsil 
suction tube, and Poole's abdom- 
inal aspirating tube; |-gal. suction 
bottle and overflow trap. 

Both suction bottles may be used 
simultaneously from independent 
vacuum sources. Cabinet is ap- 
proximately 12 x 18 x 32 inches; 
net wt. 120 lbs. 


Also Makes 


Syfogen Naso-Therapy Units 
E.N.T. Suction and 
Pressure Treatment Outfits. 








Ether and Suction 
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HASLAM 


Service to the 
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RICHTER NEEDLE HOLDER 


Stainless Steel 


The jaw of this instrument is so constructed 
that it will hold any style needle perfectly— 
round, flat or square. Smooth working catch 
holds firmly. Length 7 inches.. 


Ask your surgical supply dealer for 


HASLAM No. B-2010-R 


PULASKI STREET 





INSTRUMENTS copes 
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R.N., superintendent of Monte- 
video Hospital; treasurer, Richard 
K. Fox, business .manager of St. 
Luke’s Hospital, Duluth. 


Arkansas 


A report on the state hospital 
survey and plans for expansion of 
hospital facilities throughout the 
states were discussed at the annual 
meeting of the Arkansas State Hos- 
pital Association. The convention 
was held May 15-16 at Little Rock. 

The state associations of nurse 
anesthetists and medical record li- 
brarians met concurrently with the 
hospital association for the first 
time. The three groups also held 
their first joint meeting during the 
two-day session. 

Moody Moore, supervisor of the 
hospital division of the Arkansas 
State Health Department, Little 
Rock, was installed as association 
president. Officers elected were: 
President-elect, Marvin H. Altman, 
administrator of Sparks Memorial 
Hospital, Fort Smith; vice presi- 
dent, Tom England, administrator 
of Helena Hospital; secretary, R. C. 
Warren, administrator of. Davis 
Hospital, Pine Bluff; treasurer, Sis- 
ter Margaret Mary, Warner-Brown 
Hospital, El Dorado. 


New Mexico 


Sister Mary George, R.N., super- 
intendent of St. Joseph’s Hospital, 
Albuquerque, was installed as presi- 
dent of the New Mexico Hospital 
Association at the annual meeting 
May 23-24, at Clovis. Officers elected 
were: 

President-elect, Mrs. Bertha O. 
Parish, R.N., superintendent of 
Raton Hospital; vice president, Sis- 
ter M. Ursula, superintendent of 
St. Anthony’s Hospital, Las Vegas; 
secretary - treasurer, Sister Andrew 
of St. Joseph’s Hospital, Albu- 
querque. 


Maryland-District of Columbia 


Passage of the National Health 
Service Act (S.545) was urged at the 
spring conference of the Maryland- 
District of Columbia Hospital Asso- 
ciation. At the meeting, held May 
23-24 at Salisbury, Md., P. J. Mc- 
Millan, superintendent of Balti- 
more City Hospital and president 
of the Baltimore Hospital Confer- 
ence, suggested that nurses’ aca- 
demic training be carried out at 
universities and practical courses in 
nursing be handled by hospitals. 

Also speaking on the program 
weré A. K. Parris, J. D. Colman 
and C. Rufus Rorem. 
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Summer Institutes 


In line with the Association’s year 
around educational plan, two in- 
stitutes have been scheduled to meet 
in August. One of them—the insti- 
tute on nursing—is in a field not 
covered by the Association previ- 
ously. Also definitely scheduled for 
the summer is the first two-day pub- 
lic relations conference sponsored 
by the Association. It will be held 
in July. 

Public Relations: The Association, 
in cooperation with the University 
of Wisconsin School of Journalism 
and the Wisconsin Hospital Asso- 
ciation, will conduct a two-day con- 
ference “to promote development 
of better public relations by hos- 
pitals.” The conference will meet 
July 28-29, at the University of Wis- 
consin Memorial Union, Madison. 

Among topics to be discussed are 
the community’s view of the hospi- 
tal, the need for a planned public 
relations program, mechanics of 
public relations, how to determine 
public opinion, and cooperation 
with community groups. : 

Registration will be limited to 
hospital administrators, public re- 
lations directors and others whose 
duties include public relations. In 
addition, registrants must be _per- 
sonal members of the Association 
or representatives of institutional 





DISABLED VETERANS 

Since the vocational rehabilitation 
program began in March 1943, more 
than 8,500 disabled veterans have been 
declared rehabilitated. There are still 
many more. Recent administration fig- 
ures show nearly 230,000 disabled vet- 
erans in training under Public Law 16. 











members in seven specified mid 
western states. Registration fee fo: 
the conference is $10. 

Application blanks, with the reg 
istration fee included, or requests 
for additional information should 
be mailed to the Council on Public 
Relations, American Hospital As 
sociation, 18 E. Division Street, 
Chicago 10. 

Nursing: A joint institute, to be 
conducted by the Association and 
the National League of Nursing 
Education, will be held at the 
Knickerbocker Hotel, Chicago, on 
August 25-29. 

The purpose of the institute is 
twofold: First, to post adminis- 
strators on the problems involved 
in planning nursing education on 
which the administrator must make 
decisions; second, to provide an op- 
portunity for hospital administra- 
tors and nurse educators to discuss 
issues in nursing education and 
their relationships to nursing func- 
tions. 

Enrollment is limited to persons 
who are representatives of Associa- 
tion member hospitals or are per- 
sonal members of the Association or 
the National League of Nursing 
Education. Fifty hospital adminis- 
trators and 50 directors of schools 
of nursing will be accepted. 

Fee for the institute is $30. Ap- 
plications for registration, accom- 
panied by the fee, or requests for 
information should be addressed to 
the Nursing Specialist, American 
Hospital Association, 18 E. Division 
Street, Chicago 10. 


Personnel Management: Western 
Reserve University, Cleveland, will 
be the meeting place for an Insti- 
tute on Hospital Personnel Man- 
agement, to be held August 4-8. 








Glyco-HCl 


(Pronounced gly-ko aitch see ell) 


Effective replacement therapy in achlorhydria and 


hypoch lorhydria. 


In bottles of 50, 100, 500 cap- 


sules for clinic prescription and private use. 


Physician’s sample on request 


Burnham Soluble lodine Co., Auburndale 66, Boston, Mass. 
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No Other Modern Anesthesia-Suction Unit 
Can Give You All These Herb-Mueller Advantages 


Every useful feature for effective 
and safe simultaneous ether-vapor 
anesthetization and suction is in- 
corporated in this de luxe unit— 
the improved Herb-Mueller. De- 
veloped for modern surgery by the 
originators of this type of equip- 
ment, the Herb-Mueller is partic- 
ularly efficient for tonsil work and 
all nose and throat operations, as 
well as sinus and bladder drainage, 
caesarean and other abdominal 
procedures. ; 

Simplicity—in both construction 
and operation—provides maximum 
efficiency with a minimum of at- 
tention. A minimum of moving 
parts eliminates breakdowns, de- 





lays, costly repairs. Enclosed 
vapor-proof motor and pumps, 
protected by mercury  non-arc 
switches, “float” on rubber mount- 
ings, are silent, vibrationless. They 
create a higher vacuum than any 
similar apparatus. An improved 
safety trap prevents fouling of 
pumps ... both quart and gallon 
suction bottles have quick change 
tops . .. A new Pyrex ether 
warmer speeds vaporization .. . 
saves ether ... allows constant 
check of ether level ... There’s 
an improved ether filter, too. Price 
of the Herb-Mueller is still mod- 
erate. Write today for complete 
details! 


4 ¥ Available Vlow 
V Mueller and Company 


Everything For The Hospital 


Herb-Mueller Units In Use In 408 S. HONORE STREET CHICAGO 12, ILLINOIS 
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Ready Now! |) Available Now! 


A Brand New Book—the first 
ever published on this important 
subject—fills a real need— 
every hospital needs a copy of 


PURCHASING 
FOR HOSPITALS 


by Walter N. Lacy 





NO. 100-TA 
TABLET ARM CHAIR 


$Q 75 


EACH 
F. O. B. FACTORY, 


Purchasing Agt., St. Lukes Hospital 
Cleveland, Ohio 

This chair is outstanding for 

durability, comfort, and 

compactness. It is made of 

sturdy oak, with quartered 

oak arm. All major joints 

have double dowels, and are 

braced with heavy blocks 

aap and screwed in place. 
e corners are rounded, and the entire surface is sanded smooth be- 

i ; F ' , fore the chair is finished. The arm is securely braced with a wood cross- 

%& Discusses such subjects as procurement in these. difficult times, piece, two special steel braces an the front post, and a steel supporting 
salesmen, complaints, gifts, code of ethics, testing materials, race on the back post. The saddle seat is 1814"x 17}4"; the arm is 
checking invoices, ete 11-14" wide x 23-14" long; the height of the shaped back above the 

. : seat is 1514". 
% Size 6'/4 x94, cloth bound. Price $2.25 per copy, postage paid Quantity available for immediate delivery is limited 
in U. S. A. if remittance accompanies order. Order now. — please order now. 


%& AUTHORITATIVE—written by a man who has had years of ex- 
perience in this field. Practical, concise, and helpful to both 
the experienced and inexperienced purchaser of equipment and 
supplies. The manuscript of this book has been read and highly 
approved by outstanding authorities. 
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Physicians’ Record Co. Agee EICHENLAUBS 


PUBLISHERS FORA ————e 


161 W. Harrison St. Chicago 5, Ill. 





Bedside Iamps and screens are 
now available at economical 
prices. Write for illustrations 


and prices. 
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The institute, conducted by the As- 
sociation, will be sponsored by the 
Cleveland Hospital Council and 
Western Reserve. 

Means of improving morale, in- 
creasing efficiency and utilizing em- 
ployee skills will be discussed dur- 
ing the institute. The program will 
include lectures, question periods 
and panel discussions. 

Registration is limited to hospital 
administrators, assistant administra- 
tors, personnel directors or repre- 
sentatives of institutional Associa- 
tion members. Personal members 
also are eligible. Applications, ac- 
companied by the $25 institute reg- 
istration fee, or requests for addi- 
tional information should be sent 
to the Personnel Specialist, Amer- 
ican Hospital Association, 18 E. 
Division Street, Chicago 10. 


lowa Consolidation 


A new administrative division in- 
cluding all health sciences and serv- 
ices has been created at the Univer- 
sity of Iowa. The consolidation is 
intended to coordinate all univer- 
sity medical and health units. The 
new division also will be concerned 
with working out relationships with 
other health units including the 
state tuberculosis sanatorium and 
a proposed Veterans Administra- 
tion hospital. 

Carlyle F. Jacobsen has been 
named dean of the new division. 
He formerly was dean of the grad- 
uate college and co-director of the 
university's program in_ hospital 
administration. Dean Jacobsen will 
coordinate administrations of the 
colleges of medicine, pharmacy and 
dentistry, the University Hospitals, 
the Psychopathic Hospital and the 
bacteriological laboratory. 


An Internship Manual 


The increasing interest in univer- 
sity training in hospital adminis- 
tration and the generally accepted 
requirement of the schools that can- 
didates for a degree spend a year of 
internship under an approved pre- 
ceptor in actual hospital surround- 
ings, has led to publication of a 
manual on “The Administrative 
Internship in the Hospital.” The 
manual, prepared by the Joint Com- 
mission on Education, is intended 
to serve as a guide to administra- 
tors planning to accept administra- 
tive students for internships. 
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THE ADMINISTRATIVE INTERNSHIP 
18 THE HOSPITAL 


4 Mensch cared doenieter 


RANT COMISSIIN Gx FREE OOM 
Kenge ‘ 
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THE 32-page internship manual is designed 
to serve as a guide for the administrator. 


There are three sections and an 
introduction in the 32-page man- 
ual. The introduction describes 
generally what the hospital, the 
university and the administrator- 
preceptor can do in order to re- 
ceive full benefits from the intern 
program. 

Part I discusses the educational 
plan and includes growth of re- 
sponsibilities of the intern and his 
hospital time divisions. Part II di- 
vides the educational plan by type 
of assignment and Part III contains 
a summary on preliminary organiza- 
tion, inducting the intern, his guid- 
ance by the administrator, and 
evaluation of the intern. 


The manual is to be distributed 
through the various universities 
having an administrative intern 
training program. Administrators 
also may request copies from the 
Joint Commission on Education, 
22 E. Division Street, Chicago 10 
Charles E. Prall, director of the 
joint commission, and Paul B. Gil. 
len, assistant to the director, are 
authors of the manual. 


(A list of administrative interns 
for this year will’ be found begin- 
ning on page 119.) 


Dietetics Conferences 


A Chicago meeting on June 12 
closed a series of conferences on 
hospital food service conducted 
throughout Illinois during May 
and June by the American Hospi- 
tal Association. Eight of the confer- 
ences, designed especially for food 
service in the smaller hospitals, 
were held at Dixon, LaSalle, Gales- 
burg, Jacksonville, Belleville, Car- 
bondale, Effingham and Urbana. 


The out of town meetings were 
sponsored by the American Hospi- 
tal Association, the Illinois Hos- 
pital Association, the Illinois Die- 
tetic Association and the Division 
of Maternal and Child Hygiene of 
the Illinois Department of Public 
Health. These groups and the Chi- 
cago Hospital Council sponsored 
the Chicago conference. 

Speaking at all nine meetings 
were Wilma Robinson, consultant 
dietetian of the Division. of Ma- 





of the booklets. 


18 E. Division Street 





Timely and Serviceable— 


The Council on Public Relations has available on two- 
weeks loan six types of kits on hospital publications, 
including nursing school brochures, employee information 
booklets, patient booklets, annual reports, hospital bul- 
letins and fund-raising publications. The kits contain sam- 
ples of the publications and brief comments on preparation 


Address requests for material to 


COUNCIL ON PUBLIC RELATIONS 
AMERICAN HOSPITAL ASSOCIATION 


Chicago 10, Ill. 
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1807 HILL-ROM 
‘Hospital Bed | MENTE ATT Ts 


»-- SELECTED AND FRAMED 
ESPECIALLY FOR HOSPITAL USE 


* WATERPROOF * SANITARY 





The Hall 1807, for years popular in private rooms and 
wards, is of strong, lastingly rigid construction, enduringly 
comfortable and dependable for continuous long-time service. 


FRANK A. HALL & SONS 
Beds built especially for hospitals 
Office: 120 Baxter St., New York 13, N. Y. 
Salesroom: 200 Madison Ave., New York 16, N. Y. 











HILL-ROM “Sealed” Pictures are selected and 
framed especially for hospital use. The subjects are 
those that have a universal appeal, such as floral and 
scenic views. The colors are soft and subdued, blend- 
ing harmoniously into the average decorative scheme, 
and adding to the restful atmosphere so much desired 
in a hospital room. The special HILL-ROM “sealed” 
frame construction (see details below) makes the 
pictures entirely waterproof and sanitary—a real boon 
to the housekeeping department. 

HILL-ROM “Sealed” Pictures are available in com- 
plete sets of related units. Write for circular giving 


Eacy-Lo- pAdmintster complete information. 


ETHYL CHLORIDE PICTURE SEALING 
U.S. P. me AGENT adds 

The Ohio bottle of Ethyl Chloride (100 grams) “fits 

the hand like a glove ‘—provides maximum surface 

for hand heat—and the broad base minimizes YH, 

accidental tipping. Dependable spray is assured “ae 


by the improved leak-proof closure. Showing how the glass, picture and durable chipboard 
backing are tightly sealed with waterproof tape, 


Rigid testing and checking of Ohio Ethyl Chloride and further held in place in the frame by a % 
beveled moulding, providing a completely finished 


insure absolute purity and compliance with speci- dunqmeel ath 
fications of the United States Pharmacopoeia. 


THE OHIO CHEMICAL & MFG. CO. 


sa" dillon Furniture 
NYhio Chemical wt: FOR THE MODERN HOSPITAL 


eS eT a RT RR: eee ee ofl HILL-ROM COMPANY, INC. * BATESVILLE, INDIANA 
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ternal and Child Hygiene; Adeline 
Wood, dietary consultant, and 
George Hendrix, sanitary engineer 
for the Division of Sanitary Engi- 
neering, Illinois Department of 
Public Health. Margaret Gillam, 
dietetics specialist of the Associa- 
tion spoke at the eight out-of- 
Chicago meetings. 

Main subjects covered at all meet- 
ings were food service operation, 


personnel management projects, 
food facilities and sanitation. ~ 

A total of 160 persons attended 
the eight conferences and about 130 
persons registered at the Chicago 
session. At the eight meetings 60 
towns and cities and 69 hospitals 
were represented. Persons at the 
conferences included administra- 
tors, dietetians, business managers, 
purchasing agents, food supervisors, 





WEwEST 


OXYGEN THERAPY TENT 
FOR 
INFANTS 





@ Made of heavy gauge, crystal-clear lucite in one piece. Specially devised meter 
injector provides pre-set oxygen concentrations without CO2 build-up.* 


Temperature is automatically maintained by built-in ice chamber with sliding door. 
Scientifically designed to supply adequate ventilation in the event of accidental 
failure of oxygen flow. Provision is made for penicillin aerosol inhalation. 

Basinette size: 10” x 13’ x 10”. Weight — 32 Ibs. Complete with injector... $39.50. 


*Ref., A. L. Barach, et al —"’ The Use of an Injector in a Closed Head Tent”, Am. Jour. Med., April, 1947. 


UNIQUE SAFETY DEVICE ON OXYGENATING UNIT 


This Oxygen Nasal Cannula Unit is equipped with a new, exclusive safety feature. 
Previously when removing an empty cylinder and attaching a new one, if the 
_ operator forgot to close the regulator, the mechanism was exposed to the full 2,000 


* pounds pressure, severely damaging 
the diaphragm and liter gauge. 


With this new safety device, whether 
the regulator has been left open or 
closed in changing cylinders, no dam- 
_|age occurs. The unit is adapted to 
) self-administrai.on, eliminating the 
‘use of a mask. The oxygen is humidi- 
fied in passing through a wash bottle, 
thereby reducing dryness of the 
7 mucosa, Price—$44.20. 





Order items direct from 


METRO HOSPITAL SUPPLY SERVICE CO. 


58-24 Catalpa Ave. 
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Brooklyn 27,N. Y. 





cooks, public health workers, di- 
rectors of nursing service and nurs- 
ing supervisors. 

All conferences were at local hos- 
pitals except the Carbondale meet- 
ing which was held at a university 
and the Chicago session at the 
American College of Surgeons. 


Northwestern Graduates 


Thirteen graduates of the North- 
western University, Chicago, course 
in hospital administration received 
master’s degrees at commencement 
exercises in June. Another five per- 
sons received bachelor’s degrees. 
Students who received degrees have 
completed their class work and hos- 
pital internships. Internships, usu- 
ally of one-year duration, are spent 
in a hospital under supervision of 
an approved preceptor. 

The Northwestern course in hos- 
pital administration was established 
in 1943. This year’s graduating 
group brings the total of students 
who completed the course to 24. 

Malcolm T. MacEachern awards 
for special achievement were pre- 
sented to three students at com- 
mencement. Students and awards 
are: Eva H. Erickson, first award of 
a medal and $250; Henry G. Farish, 
second award of a medal and $100; 
Jorge Soto-Rivera, special medal 
for an outstanding graduate from a 
foreign country. 

In the following list of graduates, 
master’s degrees were conferred un- 
less otherwise indicated: 


AUSTIN, THEODORE A., R.N., B.S.H.A. 

Bouck, DELBERT, R.N., B.B.A. North- 
eastern University. Administrator of the 
Edward Sanatorium, Naperville, IIl., since 
November 1945. 

Brown, DANniEL M., R.N. Assistant ad- 
ministrator of Permanente Foundation 
Hospital, Oakland, Calif., since June 15. 

Cote, Paut M., B.B.A., University of 
Texas. Chief accountant and assistant ad- 
ministrator of Illinois Central Hospital, 
Chicago, since June 1946. 

FurniIvaL, E.otse B., A.B. Syracuse Uni- 
versity. Administrative assistant at Syra- 
cuse (N.Y.) Memorial Hospital since Janu- 
ary 1. 

Herric, Nicuoras A., B.S., University of 
Iowa. Business manager of Kankakee (IIl.) 
Clinic since June 15. 

Hutt, Betty, R.N., B.S.H.A. 

Kroun, REX J., R.N., B.S.H.A. Admin- 
istrative assistant at Mt. Sinai Hospital, 
Chicago, since January 1947. 

MILLER, SHELDON A., Ph.B., Loyola Col 
lege, B.S., Columbia University. On leave 
from the U. S. Public Health Service fo1 
study, returned to Washington June 15 to 
continue in the service. 
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PHILBROOK, Roma, B.S.H.A. Administra- 
tive assistant at Wesley Memorial Hospital, 
Chicago, since April 1947. 

PULLEN, LEon C. Jr., B.B.A., University 
of New Hampshire. Assistant director of 
Michael Reese Hospital, Chicago, since 
July 1946. 

RICHARDS, JAMES T., B.S., University of 
Texas. 

SCHULMAN, STANLEY R., B.S., College of 
the City of New York. Assistant director 
of the Union Health Center, New York 
City, since December 1946. 

STULL, J. WALSH, B.S. and M.A., Colum- 
bia University. Member of the staff of Ross 
Garrett and Associates, St. Louis. 

WatTy, AcnEs S., B.S.H.A. Administra- 
tive assistant in Northwestern University 
Program in Hospital Administration since 
September 1943. 


Administrative Interns 


One of the requirements for stu- 
dents working for degrees in estab- 
lished university hospital adminis- 
tration courses is one year of 
internship. Although this may be 
waived in some cases, it is generally 
accepted that the student must 
spend a year in a hospital under an 
approved preceptor before receiv- 
ing his degree. 

There are now seven university 
courses in hospital administration, 
but only five schools have been op- 
erating for a sufficient length of 
time to have classes ready for intern 
appointments. These are Columbia 
University, New York City; Univer- 
sity of Chicago; Northwestern Uni- 
versity, Chicago; University of Min- 
nesota, Minneapolis; Washington 
University, St. Louis. The two new 
courses are at Yale University, New 
Haven, Conn., and the University 
of Iowa, Iowa City. 

Unless otherwise indicated, stu- 
dents on the following list are 
working for the degree of master in 
hospital administration. Students, 
preceptors and hospitals are: 

ABRAMS, PuiLip C., Columbia, to J. J. 
Golub, M.D., director of the Hospital for 
Joint Diseases, New York City. 

ACKART, RICHARD J., M.D., Columbia, to 
Edwin L. Crosby, M.D., director of Johns 
Hopkins Hospital, Baltimore. 

AHLSTEDT, PAUL W., Northwestern, to 
Lawrence R. Payne, administrator of Bay- 
lor University, Dallas, Texas. 

BARNES, JOSEPH E., Chicago, to a posi- 
tion as administrative assistant to Leslie 
H. Wright, M.D., superintendent of Gene- 
see Hospital, Rochester, N. Y. 

BARTEL, GEORGE J., Chicago, to Nellie 
Gorgas, administrator of St. Barnabas Hos- 
pital, Minneapolis. 

Barry, JoHN F., Columbia, to Eugene 
Walker, M.D. superintendent of Spring- 
field (Mass.) Hospital. 

BERSELL RALPH B., Minnesota, to 
Graham L. Davis, hospital director of the 
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W. K. Kellogg Foundation, Battle Creek, 
Mich. 

BRADLEY, LEONARD O., Chicago, to a 
position as medical assistant to A. F. 
Anderson, M.D., superintendent of Royal 
Alexandra Hospital, Edmonton, Alberta, 
Canada. 

Brooks, KENNETH, Northwestern, to 
Stephen Manheimer, M.D., administrator 
of Mt. Sinai Hospital, Chicago. (Intern- 
ship began Feb. 1, 1947.) 

BowEN, TED, Washington, to Frank R. 
Bradley, M.D., director of Barnes Hospital, 
St. Louis. 

CaRNER, DonALp C., Chicago, to a posi- 
tion as assistant superintendent. 

Carter, Davin V., Northwestern, to 


Anthony W. Eckert, administrator of Fit- 
kin Memorial Hospital, Neptune, N. J. 
(Internship began Feb. 1, 1947.) 

Cook, Howarp F., Northwestern, to Ger- 
hard Hartman, superintendent of the Uni- 
versity of Iowa, Iowa City. (Internship be- 
gan Feb. 1, 1947.) 

Costanzo, Victor E., Washington, to A. 
W. Snoke, M.D., director of Grace-New 
Haven (Conn.) Community Hospital. 

Cousin, JAcquEs, Columbia, to E. Dwight 
Barnett, M.D., director of Harper Hospi- 
tal, Detroit. 

Currie, C. A. W., M.D., Columbia, to 
Claude W. Munger, M.D., superintendent 
of St. Luke’s Hospital, New York City. 

Curtis, Atprrt A., (bachelor’s degree) 











FROM ANY ANGLE..... 
Hillyard F 


From any angle Hillyard Floor Treatments SAVE 
YOUR FLOORS, they give surface protection, non 
slipperyness, long wearing, easy maintenance and are 
economical. In every classification Hillyard Products 
. . . » Floor Seals, Finishes, Waxes, Cleaners and 
Sanitation Materials give complete satisfaction. 


* 


Besides the extra quality and value on its products 
Hillyards maintain a Nation-wide Service of Floor 
Treatment Specialists . . . there is one in your com- 
munity and his advice is freely given on any floor. 
treatment or maintenance problem. Call or wire us 


today. 


oT) Liz: 


Wood 








Floor Treatment and Maintenance 
JOB SPECIFICATIONS 
* * 


™e 
WHLYARD COMPANY 


iran Games Compan 











FREE ..... 


Full of helpful facts 
on economical 
Floor Treatment, 
showing proper ma- 
terials and labor- 
saving methods. 


EH HILLYARD SALES 


a entsco caur, DISTRIBUTORS HILLYARD CHEMICAL CO. ST. JOSEPH, MO. 
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Northwestern, to Graham L. Davis, hos- 
pital director of the W. K. Kellogg Foun- 
dation, Battle Creek, Mich. 

Dana, Haroip M., M.D., Columbia, to 
Robin C. Buerki, M.D., director of the 
University of Pennsylvania Hospital, Phil- 
adelphia. 

DeBoRD, JOSEPH E., Minnesota, to Ray 
Amberg, superintendent of University 
Hospital, Minnesota. 

DESOUZA, YVONNE P., Northwestern, to 
Walter Hargreaves, administrator of Christ 
Hospital, Jersey City, N. J. 


Discu, Davip H., Northwestern, to Ken- 
neth M. Babcock, M.D., director of Grace 
Hospital, Detroit. 

Dusacu, Georce G., Northwestern, to 
Robert H. Bishop Jr., M.D., director of 
University Hospitals, Cleveland. (Intern- 
ship began Feb. 1, 1947. 

Evans, Armour A., Northwestern, to 
Rev. H. L. Gleckler, superintendent of 
Wesley Hospital, Wichita, Kans. (Intern- 
ship began Feb. 1, 1947.) 

Frantz, Ceci, G., Chicago, to William 


L. Coffey, manager of Milwaukee (Wis.) 











Vhw : eae 
HOSPITAL 
FOOD SERVICE 


All 30 papers and discussions presented at the 
recent Institute on Design, Construction and New 
Equipment for Food Service in Hospitals are now 
available in one 260-page volume. 


Architectural planning, food service in small hos- 
pitals, new developments in material and construc- 
tion, interior decorating suggestions, ventilation and 
refrigeration are some of the subjects covered. 


Five dollars bring you this attractively bound 
volume. Send today — copies are limited. 


Send Your Order to... ) 
DIETETICS SPECIALIST 


The American Hospital Association 
18 E. Division St., Chicago 10, Ill. 


@ Construction 
@ Design 


@ Equipment 


County Institutions and Departments. 

Gipson, HarLANnD N., Chicago, to G. 
Otis Whitecotton, M.D., medical directo1 
of Highland-Alameda County Hospital, 
Oakland, Calif. 

GonzALEs-Mora, Jose, M.D., Northwest- 
ern, with Leo M. Lyons, director of St. 
Luke’s Hospital, Chicago, from September 
1946 to September 1947. 

HA.i, SAMUEL J., M.D., Columbia, to 
U. S. Public Health Service after a leave 
of absence for study. 

HAMILTON, Henry D., Columbia. 

HENNINGS, ARTHUR G., Minnesota, to 
Russell C,. Nye, director of Northwestern 
Hospital, Minneapolis. 

Hoekstra, Litty D., Chicago, to a posi- 
tion as assistant superintendent. 

Hutcnuins, Harowp L. JRr., Washington, 
to Edwin L. Harman, M.D., director of 
Grasslands Hospital, Valhalla, N. Y. 

IAMS, FRANKLIN P., Minnesota, to Oliver 
G. Pratt, director of Rhode Island Hos- 
pital, Providence. 

Jackson, Henry X., Northwestern, to 
Alfred E. Maffly, superintendent of Her- 
rick Memorial Hospital, Berkeley, Calif. 
(Internship began Feb. 1, 1947.) 

JouHNsOoN, Ropert E., Minnesota, to E. 
Dwight Barnett, M.D., director of Harper 
Hospital, Detroit. 

Jones, MILTON C., Chicago, to F. Stanley 
Howe, director of Orange (N. J.) Me- 
morial Hospital. 

KENNAUGH, MILTON C., Minnesota, to 
Paul J. Spencer, director of Lowell (Mass.) 
General Hospital. 

Krauss, HERBERT M., Chicago, to Graham 
L. Davis, hospital director for the W. K. 














F. T. MUNCIE & COMPANY 
ROOM 528, 333 N. MICHIGAN AVE. 
TELEPHONE FRANKLIN 7100 


CHICAGO 


CERTIFIED PUBLIC ACCOUNTANTS 
AND AUDITORS 


Consultants to hospitals of- 
fering the benefit of sixteen 
years’ experience. Special- 
ists in the designing and in- 
stallation of comprehensive 
and approved accounting 
procedures; auditing with 
an intimate understanding 
of hospital’s specialized 
problems; simplified cost 
determination; workable 
budgetary control methods. 


Frederick T. Muncie, C.P.A., formerly the 
comptroller of St. Luke's Hospital, Chi- 
cago, author and lecturer on hospital 
accounting. 
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Kellogg Foundation, Battle Creek, Mich. 

LEHWALD, Howarp B., Washington, to 
Maynard W. Martin, M.D., director of St. 
Luke’s Hospital, St. Louis. 

LInDLEY, NELSON O., Columbia, to 
Charles F. Wilinsky, M.D., director of 
Beth Israel Hospital, Boston. 

Liavina, Jose A., Columbia, to L. Gon- 
zalez Ramirez, M.D., director of San Pa- 
tricio Hospital, San Juan, Puerto Rico. 

Lueck, HELEN, Minnesota, to Carl Flath, 
director of Queen’s Hospital, Honolulu, 
‘Te. 

McKE vey, JAMES JR., Northwestern, to 
Edgar C. Hayhow, administrator of East 
Orange (N. J.) Hospital. 

McLEAN, CHARLES, Washington, to Frank 
R. Bradley, M.D., director of Barnes Hos- 
pital, St. Louis. 

MALtory, CuHar.es R., Chicago, to U. S. 
Public Health Service after a leave of 
absence for study. 

MARINE, JAMES W., Northwestern, to 
Ralph M. Hueston, administrator of Hur- 
ley Hospital Flint, Mich. 

MatTTix, Georce I., (bachelor’s degree) 
Northwestern, to U. S. Public Health 
Service (U. S. Marine Hospital, Chicago) 
after a leave of absence for study. 

MErRTEL, MICHAEL, Columbia. 

MOLGREN, Ropert A., Minnesota, to 
Graham L. Davis, hospital director for 
the W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Moore, FRANK J., Washington, to R. G. 
Bodwell, director of Huron Road Hospi- 
tal, East Cleveland, Ohio. 

NeFF, MirtaM Lovett, Columbia. 

PAINE, HARLAN L. Jr., Northwestern, to 
Nathaniel W. Faxon, M.D., director of 
Massachusetts General Hospital, Boston. 
(Internship began Feb. 1, 1947.) 

PATRICK, DONALD W., Chicago, to U. S. 
Public Health Service after a leave of 
absence for study. 

Peters, JosePH P., Columbia, to Lucius 
R. Wilson, M.D., superintendent of Epis- 
copal Hospital, Philadelphia. 

Prick, DELBERT L., Chicago, to Robert 
E. Neti, superintendent of Methodist Hos- 
pital, Indianapolis, Ind. 

RAINIER, WARREN G., Columbia, to D. 
A. Endres, superintendent of Youngstown 
(Ohio) Hospital. 

REYNOLDS, Davin C., Washington, to 
Grace T. Crafts, R.N., administrator of 
Madison (Wis.) General Hospital. 

RICHARDSON, CLESSON W., M.D., Co- 
lumbia, to Salvation Army after a leave 
of absence for study. 

SAMUELSON, ROBERT B., Minnesota, to 
Albert Dolloff, director of Charlotte-Hun- 
gerford Hospital, Torrington, Conn. 

SCHROEDER, SYLVESTER J., Northwestern, 
to Morris Kreeger, M.D., director of 
Michael Reese Hospital, Chicago. 

Scotr, WILLIAM H., Columbia, to Robin 
C. Buerki, M.D., director of the University 
of Pennsylvania Hospital, Philadelphia. 

SEARS, BuRTON N., Northwestern, to 
Lawrence R. Payne, administrator of 
Baylor University Hospital, Dallas, Texas. 

SMITH, Rosert A., Columbia, to Robert 
H. Bishop Jr., M.D., director of Lakeside 
Hospital, Cleveland. 

SPRAGUE, WESLEY D., Columbia, to T. S. 
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Hamilton, M.D., director of Newton- 
Wellesley Hospital, Newton Lower Falls, 
Mass. 

STUBBEN, OwEN B., Minnesota, to Ray 
Swanson, administrator of Swedish Hos- 
pital, Minneapolis. 

STUTZMAN, VERNON C., Columbia, to 
Morris Hinenburg, M.D., director of the 
Jewish Hospital, Brooklyn. 

TAYLOR, Epwin L., Columbia, to Robin 
C. Buerki, M.D., director of the Graduate 
Hospital of the University of Pennsyl- 
vania, Philadelphia. 

Tuomas, Rosert J., Northwestern, to 
Leroy R. Bruce, director of Los Angeles 
(Calif.) County Hospital. 

THOMPSON, GRANVILLE K., Chicago, to 
a position as business manager of Grace- 
land College, Lamoni, Iowa. 


THWEATT, FRANK F. Jr., M.D., Co- 
lumbia, to the U. S. Public Health Service 
after a leave of absence for study. 

TRENKNER, RICHARD W., Minnesota, to 
Peter D. Ward, M.D., superintendent of 
the Charles T. Miller Hospital, St. Paul. 

WHELPLY, FREDERICK G., Northwestern, 
to Roger W. DeBusk, M.D., executive di- 
rector of the Evanston (Ill.) Hospital. 
(Began internship on Feb. 1, 1947-) 

WILKONSON, Louise, Northwestern, to 
O. K. Fike, director of Miami Valley Hos- 
pital, Dayton, Ohio. 

Witcox, Rosert E., Columbia, to Wil- 
liam P. Butler, director of the San Jose 
(Calif.) Hospital. 

ZiMOSKI, HERMAN F. Jr., Columbia, to 
Ronald Yaw, director of Blodgett Me- 
morial Hospital, Grand Rapids, Mich. 
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Equipment is Safer 
with Pure Latex Tubing 





@ Nationally known laboratories use RLP Pure 
Latex Surgical Tubing because of RLP’s long 
record of proven dependability. RLP Pure Latex 
Surgical Tubing is made especially for blood, 
plasma and parenteral fluids.’ Constructed by a 
special process which eliminates the use of acids 
or minerals in coagulating the latex, this trans- 
lucent, seamless tubing is a “natural” for the most 
exacting surgical and hospital uses. 


Ask your surgical or hospital supplier for the 


handy 50-ft. dispenser reel in any of the following 


S1zes: Inside 


Diam. Wall 
1/8 x 1/32 
3/16 x 1/16 


Rubber Latex Products, Inc. 


Specialists in Surgical Tubing 


Cuyahoga Falls, Ohio 
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CURRENT LISTING OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


ALABAMA 
Birmingham—East End Memorial Hospital 


ARIZONA 
Phoenix—Veterans Administration Hospital 


COLORADO 
Denver—Veterans Administration Hospital 


FLORIDA 
DeFuniak Springs—Lakeside Clinic Hos- 
pital 


GEORGIA 
papiiee—Setarans Administration Hospi- 
a 
ILLINOIS 


Chicago—The Modern Hospital Publishing 
Company 

Chicago—South Shore Hospital 

Evanston—Hopewell Hospital 

Monticello—The John & Mary E. Kirby 
Hospital 


INDIANA 


Ft. Benjamin Harrison—Veterans Adminis- 
tration Hospital 


KENTUCKY 


Ni + aaa Administration Hospi- 
a 


MARYLAND 
Baltimore—Home for Incurables 
Emmitsburg—Sisters of Charity of St. 

Joseph’s 


Olney—The Montgomery County General 
Hospital, Inc. 


MASSACHUSETTS 
Boston—Bay State Hospital 
Boston—Doctors Hospital 
Framingham—Veterans Administration 

Hospital 


MICHIGAN 
Ann Arbor—Christopher Parnall, M.D. Hos- 
pital Consultant 
Jackson—Jackson County Sanatorium 
Roger City—Roger City Hospital 


MONTANA 


Livingston—Livingston Community Hospi- 
tal Association 


NEW JERSEY 
New Lisbon—Burlington County Tubercu- 
losis Sanatorium 
oo Linn Memorial Hospi- 
a 


NEW YORK 
Manhattan Beach, Brooklyn—Veterans Ad- 
ministration Hospital 
New York City—American Hospital Bureau 
New York City—Charles B. Towns Hospi- 


tal 

New York City—National Foundation for 
Infantile Paralysis 

Ossining—Stony ge 

Sampson—Veterans Administration Hospi- 


ta 
Staten Island—Veterans Administration 
Hospital 
NORTH CAROLINA 


Swannonoa—Veterans Administration Hos- 
pital 





IODINE 


Essential Ally of the Profession for Brevention . 


In addition to the many Iodine specialties, the following Iodine prepara- 
tions, official in United States Pharmacopeia XIII and National 
Formulary VIII, are widely prescribed in everyday practice: 


U.S.P. XIII 


CALCIUM IODOBEHENATE 
CHINIOFON 
CHINIOFON TABLETS 
DILUTED HYDRIODIC ACID 
HYDRIODIC ACID SYRUP 
IODINE 
STRONG IODINE SOLUTION (LUGOL’S) 
IODINE TINCTURE 
IODIZED OIL 
IODOPHTHALEIN SODIUM 
IODOPYRACET INJECTION 
SODIUM IODIDE 
POTASSIUM IODIDE 


\ 


for 10 


Jodine Tincture, 


ficial in 
sane be cant a 
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odine Tincture 
F. VII (7 “), 
ficial in 
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N.F. VIII 


| 
I 
AMMONIUM IODIDE i 
FERROUS IODIDE SYRUP | 
IODINE AMPULS 
IODINE OINTMENT i 
IODINE SOLUTION I 
PHENOLATED IODINE SOLUTION I 
STRONG IODINE TINCTURE i 
IODOCHLOROHYDROXYQUINOLINE 
|ODOCHLOROHYDROXYQUINOLINE TABLETS | 
1ODOFORM | 
POTASSIUM IODIDE SOLUTION i 
POTASSIUM IODIDE TABLETS 
COLLOIDAL SILVER IODIDE I 
SODIUM IODIDE AMPULS i 
THYMOL IODIDE I 
YELLOW MERCUROUS IODIDE i 
YELLOW MERCUROUS IODIDE TABLETS | 
! 
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Educational Bureau, 





120 Broadway 
New York 5, N. Y. 


OKLAHOMA 
Bartlesville—Washington County Memoria! 


Hosp 
Blackwell—Blackwell General Hospital 


PENNSYLVANIA 


‘Settee-eneeiae Administration Hospital! 
——— McGilvery Hospital, 
c. 


TENNESSEE 


—— a Sanitarium and Hos- 
pita 


TEXAS 


Groesbeck—Dr. Cox’s Hospital 
Hallettsville—Renger Hospital 


WASHINGTON 


Richmond Highlands—King County Tuber- 
culosis Hospital Firland Division 
Tacoma—Pierce County Hospital 


WEST VIRGINIA 


Martinsburgh—Veterans Administration 
Hospital 


WISCONSIN 
Superior—St. Joseph Hospital 


CANADA 
Regina eee Grey Nuns’ 
Hospita 
suraie Ontario—St. Joseph’s Hospital 


PUERTO RICO 


San Juan—Veterans Administration Hos- 


pital 
PERSONAL MEMBERS 


Abt, Ernestine, M—Dir. of Schl. of Nurs., 
Newark (N.J.) City Hospital 
Adamson, Jane C., R. N.—Supt.—Home for 
Incurables—Baltimore 
Allen, Lorene E.—Trustee—Barre (Vt.) 
City Hospital 
Allman, ge B., M. D.—Physician—At- 
lantic City, N. J. 
Babin Ruth A.—Exec. Secy.—Georgia State 
Nurses’ Association—Atlanta, Ga. 
Baldwin, William O.—Member Bad. of Dir., 
mh Fletcher ae yr Burlington, Vt. 
nglio, Peter — Medical Reg. — Veterans 
— Hospital — Bronx, New 


ane Adelaide P.—Dir. of Nurs., Burling- 
ton (Vt.) Protestants Hospital 

Bell, Dick—Mem. Bd. of Trus., Atlantic 
(Iowa) Memorial Hospital 

Biklen, O. B.—Bus. Megr., 
(Iowa) Protestant Hospital 

Blumenkranz, Joseph — Architect — New 
York City 

Renneenture, Sister M., R. S. M.—Director 
of School of Nursing—St. - Joseph’s In- 
firmary, Atlanta, Ga 

Borden, Bertram H.—Trustee, Monmouth 
Memorial Hospital—Rumson, N. J. 

— Margaret—Asst. Admin.—Butler 

Pa.) County Memorial Hospital 

we oy Clark E.—Mem. of Bd. of Dir., 
Mary Fletcher Hospital—Burlington, Vt. 

Burgess, Margaret—Mem. of Bd. of Dir., 
Mary Fletcher Hospital—Burlington, Vt. 

Burns, Dean C.—Dir.—Little Traverse Hos- 
pital—Petoskey, Mich 

Cardwell , C. P. Jr.—Act. Dir., Medical Col- 
lege of Virginia—Richmond 

Carpenter, E. M.—Adm. Intern—Highland 
— County Hospital — Oakland, 


Burlington 


Cal 
cone” ‘Vincent—Trustee—Barre (Vt.) City 
Hospital 
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H.w.BAKER LINEN Co. 


315-317 Church St., New York 13, N. Y. 
Distributors of sheets, pillow cases, bath 
and face towels, bedspreads, blankets, 
nursery products, tray doilies, napkins. 
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Claudia, Sister M. (McFadden)—Supt., All 
Souls’ Hospital—Morristown, N.J. 

Cline, E. C.—State Super., Board of Voca- 
tional Education—Springfield, Tl. 

Cole, Loraine G.—Sec. Bd. of Trus., At- 
lantic (Iowa) Memorial Hospital 

Cook, Howard F.—Admin. Intern—State 
University of Iowa Hospital—Iowa City 

Crowley, William A:—Rep. Bd. Dir.— 
Bishop De Goesbriand Hospital — Bur- 
lington, Vt. 

Crownhart, C. H.—Sec.—State Medical So- 
ciety of Wisconsin—Madison, Wis. 

Cruse, William H.—Hosp. Serv. Rep.— 
Michigan Hospital Service—Detroit, Mich. 

de Lellis, Sister Mary—Mercy Hospital— 
Oelwein, Iowa 

Dennis, James S.—Vice Pres. and Trus.— 
Henry W. Putman Memorial Hospital— 
Bennington, Vt. 

Dickson, Bruce W.—Student—St. Lukes 
Hospital—Chicago, Illinois 

Dixon, Mrs. Amos — Trustee — Newton 
Memorial Hospital—Stillwater, N.J. 

Doty, Ella Mae—Asst. Admin. and Pur. 
Agent—Memorial Hospital of South Bend 
—South Bend, Ind. 

Drummey, Tom — Personnel Dir. — Provi- 
dence Hospital—Seattle, Wash. 

Dunn, F. A.—Pres.—Mary Frances Skiff 
Memorial Hospital—Newton, Iowa 

Evans, Christene H.—Dir. of Nur. Ser.— 
Reid Memorial Hospital—Richmond, Ind. 

Evelyn, Sister Mary — Office Mgr. — St. 
Francis Hospital—Pittsburg, Va. 

Fairbrother, Frederick A.—Chief Arch.— 
Albert Kahn Associates Architects & En- 
gineers, Inc.—Detroit 

Flanagan, Rt. Rev. Monsignor Bernard— 
Trustee—Bishop De Goesbriand Hospital 
—Burlington, Vt. 

Fowler, Joseph B.—Asst. Supt.—University 
Hospital of the Good Shepherd—Syra- 


cuse, N. Y. 

Gilmer, Sam 0. Jr.— Admin. — Baker 
Thompson Memorial Hospital, Inc.— 
Lumberton, N. C. 

Grantham, Alfred E.— Admin. — Montana 
Deaconess Hospital—Great Falls, Mont. 
Hammond, Herrick—Architect—Burnham & 

Hammond, Inc.—Chicago 

Hartman, Marion L.—Asst. to Dir.—Prince- 
ton (N.J.) Hospital 

Hellman, Frances M., R.N.—Chief Nur. 
Div. — Veterans Administration Hospital 
Columbus, Ohio 

Herrman, Mrs. Henry—Trustee—Monmouth 
Memorial Hospital—Long Branch, N. J. 

Hitchings, Williard G.—Chief Hospital Op- 
erations Div.—Veterans Administration 
Hospital, Columbus, Ohio 

Homes, Dorothy P., R. N.—Supt. Mount 
Desert Island Hospital — Bar Harbor, 


aine 

Hook, Walter W.— Architect — Charlotte, 
North Carolina 

Hough, L. E.—Sec.—Mary Frances Skiff 
Memorial Hospital—Newton, Iowa 

Imhoff, Ralph R.— Exec. Asst. — Essex 
Mountain Sanatorium—Vernon, N.J. 

Jette, Allerton—Trustee—Thayer Hospital 
—Waterville, Maine 

Johnson, Mary A.—Adm. Res.—New York 
Post Graduate Hospital—New York City 

Johnson, Mrs. Mary O. M.—Asst. Chief 
Nurse—U. S. Veterans Administration— 
Columbus, Ohio 

Johnson, Wade_C.—Adm. Intern—State 
University of Iowa Hospital—Iowa City 

Johnston, Owen F.—Bus. Mgr.—Mobile 
(Ala.) Infirmary 


Jones, H. Brandon—Trustee—Heaton Hos- 
pital—Montpelier, Vt. 

Jones, Richard M.-—-Dir.—Blue Cross Com- 
mission—Chicago 

Kirchoffer, W. C.—Exec. Off.—Veterans Ad- 
ministration Hospital—Columbus, Ohio 

Kron, C. D.—Admin.—Ellsworth Municipal 
Hospital—Iowa Falls, Iowa 

Krueger, Margaret — Supt. — Pike County 
Hospital—Louisiana, Mo. 

Langehaug, M.—Admin.—St. Luke’s Hos- 
pital—Fargo, N.D. 

Lawrence, Mrs. Howard C.— Trustee — 
Montclair Community Hospital—Capou- 
lin Farm Pittstown, N. J. 

Leinback, S. P., M.D. — Admin. — Steele 
Memorial Hospital—Belmond, Iowa 

Lockwood, William M.— Treas. — Mary 
Fletcher Hospital—Burlington, Vt. 

Louise, Sister M. — Supt. — St. Michael’s 
Hospital—Toronto, Ontario, Canada 

Magill, Andy F.—Pur. Agent—Menorah 
Hospital—Kansas City, Mo. 

Marion, Charles G.—Asst. Supt.—South 
Nassau Communities Hospital—Rockville 
Centre, New York 

Maytag, F. L. II—Treas.—Mary Frances 
Skiff Memorial Hospital—Newton, Iowa 

McClure, Ethel M.—Sup. Hospital Licens- 
ing Unit— Minnesota Department of 
Health, University Campus—Minneapolis 

McKelvey, Kittie — Supt.— Hamilton Co. 
Hospital—Noblesville, Ind. 

McLaren, Nellie M. — Supt. — Decorah 
(Iowa) Hospital 

Milburgh, Sister M., R. N.—Admin.—St. 
Anne’s Hospital—Chicago 

Morriss, Mrs. Emily Goodwyn—Bus. Mgr. 
—Johnston Willis Hospital—Richmond, 


Va. 

Murdock, Jessie—Dir. of Schl. of Nurs.— 
Medical Center—Jersey City, N.J. 

Murphy, James H.—Exec. Dir.—The Bay- 
onne (N.J.) Hospital and Dispensary 

Nielsen, Bergliot, R.N.— Supt. — Martin 
County Hospital—Stuart, Florida 

Nutt, erle C.—Pres. Governing Bd.— 
Moline (Ill.) Public Hospital 

Odilard, Sister, R. N.—Supt.—Lewis Me- 
morial Maternity Hospital—Chicago 

Page, Guy M.—Bd. of Dir.—Mary Fletcher 
Hospital—Burlington, Vt. 

Pascale, Lucia — Sec. to Dir. — Middlesex 
General Hospital—New Brunswick, N.J. 


Parry, Betty, R.R.L.—Med. Records Li- 
brarian—Grady Memorial Hospital—At- 
lanta, Ga. 

Patteson, Herrietta A., R.N.—Supt.—Pet- 
ersburg Hospital, Inc.—Petersburg, Va. 
Pickell, C. Steacy—Bus. Mgr. Dept. of 
Health—General Hospital No. 1—Kansas 

City, Missouri : 

Pierce, Elsie—Supt.—Miles Memorial Hos- 
pital—Damariscotta, Maine __ 

Porter, Aurelia K.—Exec. Dir.—Barney 
Convalescent Home—Dayton, Ohio 

Proesel, Marion—Hosp. Rep.—U. S. Public 
Health Service—Chicago, IIl. 

Rascop, Raymond T., M. T.—Supt.—Glen- 
wood Hills Hospitals—Minneapolis 

Raymond, Antonin — Architect — Antonin 
Raymond & L. L. Rado—New York City 

Reed, Delpha, R.N.—Supt.—Municipal Hos- 
pital—Clarinda, Iowa pee 

Rice, L.—Hosp. Serv. Rep.—Michigan 
Hospital Service—Detroit, Mich. 

Rosenthall, Lewis W.— Trustee — Thayer 
Hospital—Waterville, Maine ’ 

Runyon, F. O., D.—Pres.—Presbyterian 
Hospital—Newark, New Jersey ; 

Schomberg, Leonard — Bus. Mgr. — Little 
Traverse Hospital—Petoskey, Mich. 

Schnee, Emma R.—Supt.—Doornink Hos- 
pital—Orange City, Iowa ; 

Seljeskog. S. R., M. D.—Supt.—Elizabeth 
Kenny Institution—Minneapolis 

Shank, Frank R.—Adm. Intern to June 30th 
1947 and thereafter Asst. Supt. start- 
ing July 1, 1947—University of Chicago 
Clinics 

Skomars, G. A.—Supt.—The George B. 
Wright Memorial Hospital—Fergus Falls. 


Minn. 

Smith, Ellis L., M.D.—Supt. and Med. Dir. 
—Essex County Hospital for Contagious 
Diseases—Belleville, N.J. 

Smith, J. Wendell—Trustee—Barre (N.H.) 
City Hospital 

Soucek, Adolbb, M.D.—Asst. Supt.—Chero- 
kee State Hospital—Cherokee, Iowa 

Swiertsen, John A.— Staff Member—Sta. 
Bd. of Health—University of Minnesota, 
Minneapolis 

Sprague, Edward W.—Trustee—Presbyter- 
ian Hospital—Newark, New Jersey ‘ 

Sullivan, A. J—Admin.—Memorial_ Hospi- 
tal of South Bend, South Bend, Ind. 
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Equipment, General Supplies 
and Sundries are available at 
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J. H. EMERSON COMPANY 


Representatives in Principal Cities 


EMERSON 
RESUSCITATOR 


latest model 


The EMERSON RESUSCITATOR, 
Aspirator and Inhalator—For all 
temporary respiratory failure in 
obstetrics, surgery and emergency; 
also 


The EMERSON RESPIRATOR— 
For all long-term respiratory fail- 
ure, as in polio, brain or spine in- 
jury, etc., and 


The EMERSON HOT PACK AP- 
PARATUS — Heats, moistens and 
wrings out packs in 2 to 3 minutes! ° 





Write for literature or a demon- 
stration. 





Cambridge, Mass 
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Serve Seidel’s Dry Beverages 
for Health and Refreshment 


Ona stifling day, the merry tinkle of glasses 
announces the approach of these soothing, 
satisfying fruit drinks in hundreds of hos- 
pitals. Introduced 27 years ago in the 
convenient dry form, Seidel’s Beverages 
have been widely popular ever since. 
Only true or natural flavors — orange, 
grape, raspberry, lemon, cherry, 
lime, and a four-fruit punch. Al- 
ready sweetened, with dietary 
value unimpaired. 28-ounce 
package makes 46 
6-ounce servings. 
Send for price 
list today. 
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